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I N T R O D U C T I O N. 
In sorting out a series of casesfbr a case-bo
ok of this 
nature, difficulty was encountered in the cho
ice of the cases. 
However, an attempt was made to reach a disti
nct 
continuity, yet naturally, embodying some of 
the most interesting 
cases encountered. 
For that reason an abnonnal site of gestation
,ectopic 
pregnancy, and one of its ccmplications e.g. 
lithopaedion 
were included. 
They are followed by a series of abnonnal pre
sentations 
working up to disproportion and rupture of th
e uterus. 
Two cases of multiple pregnancy - twins and t
riplets - are 
then given, followed by the haemorrhages. 
In order to maintain the continuity pre-eclam
ptic toxaemia 
and eclampsia follmved accidental haemorrhage
. 
Puerperal sepsis is most tmpleasant but it wa
s felt that 
no obstetrical case-book could be complete wi
thout it's inclusion. 
The case presenting as hydramnios was of spec
ial interest. 
These were then followed by a series of cases
 of both a rare 
and unpleasant obstetrical complication viz. 
constriction ring. 
Because of the rarity of the condition and be
cause the main 
conmentary is on constriction ring they were 
grouped last start:mg 
with the reversible ring and ending with a co
nstriction ring in an 
angular pregnancy. 
Most of these cases were admitted as emergen
cies, as good 
antenatal supervision practically eliminates 
conditions such as 
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for example eclampsia, neglected shoulder, ruptured uterus 
and brow presentation where craniotomy is required. 
C ASE l. 
Ruptured Ectopic Pregnancy. 
SUmmary. 
A 21 year old nullip canplained of sudden severe 
abdcminal pain followed by collapse, after a 7 week period of 
amenorrhoea. 
The pain radiated to the subcostal region and the 
shoulder tip. 
On examination she showed signs of severe intra.-
abdominal haemorrhage. 
At operation the right ruptured fallopian tube was 
removed. 
She ma.de an uneventful_ recovery. 
3, 
NAME:: ~ISSEN, Rachel. 
AGE: 21 years. 
SINGLE. 
RACE: Cape Coloured (Bushman type) 
HOSPITAL: Groote Schuur. 
ADMI'.rl"ED: 20. 7 .1945. 
CQmplaint: Sudden severe abdominal pa.in followe
d by collapse. 
Duration: 6 hours • . 
Pregnancies: Nil 
Abortions: Nil 
Menstruation: Menarche ••••• 15 • 
Cycle • • • • • • • • 4/28 day type. Regular. 
Flow ••••••••• Moderate. 
Pain ......... Severe lower abdanina.l, 2 days pre-
menstrual. 
L.M.P ••••••••• 15.5.1945. 
Intennenstrual: Clear. 
Micturition: No abnonnalities. 
Bowels: Regular. 
Previous Illnesses: Nil of note. 
Present condition: The patient states that her 
last period was 
on 15.5.1945. 
She was quite fit until l p.m. on 20.7.1945 
when she was seized by a sudden severe cramp 
in the right iliac f 01sa. 
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This was soon followed by a severe acute stahlike 
pain in the same region. Soon after this acute 
pain she experienced pain in the right subcostal 
region and a excruciating pain at the right shoulder 
tip. 
She felt faint, sweated and vomited twice with the 
onset of this pain. 














Tender over the whole slightly distended 
abdanen. Greatest tenderness in the · 
right iliac fossa. Rigid. 
No abnormal cardiac sounds. 
B/P. : 30/? 
No ahnonnality detected. 
Uterus slightly enlarged and tender. 
Very tender in both fornices ••• 
especially on the right. 
Clear. 
Ruptured Ectopic pregnancy, right tube. 
2 pints of whole blood were given rapidly. Transfusion was 
continued throughout the operation and afterwards, another pint 
was given at a slow rate. 
OPERATION: 
Midline lower abdominal incision ma.de. 
As the peritoneum was approached a bluish sheen was noticed. 
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On opening the peritoneum the abdaninal cavity was found to 
be filled with blood. 
The ectopic was harboured in the right fallopian tube, 
The rupture was situated at about the midpoint of the tube 
on its free border. 
Clamps were applied and the ectopic pregnancy plus it's 
portion of tube removed. The divided ends were then transfixed.. 
The raw areas were overstitched with peritoneum. 
Blood was removed frcm the abdominal cavity. 







She had started bleeding 
Stitches removed. Wound well healed. 
31.7.1945: Fit for discharge. 
~--
Coomentary. 
In this case the diagnosis or operation presented 
no difficulties. 
Blood was at hand and was therefore transfused, 
pre-, during and post-operatively. 
The absence of vaginal bleeding can be explained 
by the fact that the d.ecidlla. had not been shed. 
The d.eoidlla. had not shed because, probably, the 
foetus was alive at the time of the tubal rupture, and she 
was admitted soon afterward.a. 
She bled, vaginally, two days after the operation. 
7. -
L 
C' A SE 2. 
Lithopaedion. 
SUrnmary. 
A 43 yea:r old patient gave a history typical of 
a ruptured 4 month ectopic gestation 11 yea:rs previously. 
She had menopausal phenom4na and complained of 
pain in the left iliac fossa for 8 months. 
Examination under general anaesthesia revealed 
a rock like ltnnp posterior to the uterus. 








vm DER LINDE, Sally. 
43,years. 
Cape Coloured. 
Wood.stock, Cape Town. 
21.4.1947. 
1. Irregular menstruation = 2 years. 
2. Pain in the Left Iliac Fossa, 8 months. 
9_ --
Pregnancies: 2. They were born at tenn. 21 and 17 years ago. 
There were no pregnancy labour or puerperal 
complications. 
Abortions: 3. These were, 3, 5 and 4 months foetuses - the last 







Regular 2-3/28 day type until about June 
1945. Ever since then she has been very 
irregular. Her periods stay away for 2, 3, 
and 4 months at a time. 
This has always been moderate but has 
becane scanty since the onset of the 
irregularity in June 1945. 
Nil 
19.12.1946. 





Past History: The patient states that in 1936 i.e. 11 years ago she 
had a 4 month period of amenorrhoea. This was followed by se:vere 
abdominal pain, fainting and vaginal bleeding. 
She was seen by her Dr. who admitted her to hospital. 
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She stayed in hospital for 3 weeks and was then discharged. 
She passed clots vaginally and thought and was told that 
she had aborted - although no foetus was passed. 
Present condition: She states that she kept fit until June 
1945. Ever since her periods have become more scanty and she 
has missed periods up to 2 to 3 to 4 months. 
Her last period was on 19.12.1946. 
She feels light-headed at times. 
She has not vomited. 
Her breasts have not become tender. 
Since August 1946 she has been troubled with an occassional 
stitch and a more or less continuous dull ache in her left iliac 
fossa. 
The pain does not radiate. 





Her condition is good. 
She is fat. 
Tender in the left iliac fossa. 
The cervix was normal. 
The uterus could not be properly defined. 
Per Rectum: No abnorrnali ty was detected. 




There was no tenderness in the fornices. 
Frog test negative. 
Examined under Pentothal Anaesthesia. 
The uterus was found to be anteverted, normal in 
size , and fixed. 
The adnexa were clear. 
/0 . --
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High up posterior to the uterus there was a rock-like 
mass with sharp projections, to the left side. 
Tentative diagnosis: Menopausal and 
29.4.1947: 
2. 5.1947: 
(a) Calcified ovarian tumour or 
(b) Lithopaedion. 
Straight X-Ray of the abdomen revealed a lithopaedion 
(Vide fig •••• ! ..... ). 
OPERATION. 
A lower midline abdcrninal incision was made. 
Difficulty was experienced in opening the abdomen as small 
gut was adherent to the anterior abdcminal wall. 
The adhesions were gently freed. 
The lithopaedion was exposed lying posterior to the uterus -
which was slightly smaller than normal in size. Small gut was 
adherent to it posteriorly. 
A line of cleavage was found and the lithopaedion was 
removed. (fig. • •• ? ...... ) • 
There was slight oozing but there were no difinite bleeding 
points. 
A drainage tube was inserted into the pouch of Douglas. 
The tubes and ovaries were not seen because of the 
generalised adhesions. 
The abdomen was closed by stitching consecutive layers. 
Her private Doctor (Dr. Resnekov) was contacted and came to 
see the operation. 
He stated that he had ~one through his notes and found her 
case history. At the time tl936) he saw her he was not sure 
whether she was a ruptured ectopic pregnancy or an abortion. 
He admitted her to hospital, where her condition steadily 
improved. Her pain eased and the vaginal bleeding ceased. She 
was therefore discharged. 
II --
. - 4 -
He said he was glad that his mistake had not inconvenienced 
her and that it had given me the chance of seeing and dealing 






Her condition is good. 
As nothing had drained, the· tube was shortened by 
1 • h 2 l.IlC • 
The tube was shortened daily and was now removed. 
Stitches removed. 
Th.e wound has healed by primary intention. 
Discharged. 
To return to the out-patient department in 2 months 
time. 
She has not had a recurrence of the pain in the left 
iliac fossa. She still has not seen her periods 
since December 1946. 
loZ . 
13, -
Fig. 1 X-Ray showing the lithopaedion. 
Fig. 2 Photograph of the specimen. 
Commentary. 
1. The interest of the case lies in the rarity of the condition. 
/4 --
A diagnosis of a rare condition should rarely be ma.de. However 
if the findings are unusual - as vras this rock-like mass with its 
sharp points, the history and findings should be carefully 
considered and a diagnosis be made, and confirmed by special 
investigation e.g. X-Ray. 
2. Her irregular scanty menstruation, attacks of lightheadedness, 
together with a uterus smaller than nonnal fits into the 
menopausal picture. 
lithopaedion. 
.This naturally has no bearing on the 
3. The pain in the left iliac fossa in all probability was 
caused by the lithopaedion mechanically. Y/hy these symptoms 
only commenced 8 months previously is difficult to state. 
It can only be said with certainty that the lithopaedion 
was the cause of the pa.in if she is free of the pain 2 months 
post-operatively. 
on this. 
As yet no definite comment can be made 
C A S E 3. 
Primary uterine Inertia. 
P.O.P. 
Correction and delivery by Forceps. 
Summary. 
4 32 year old second para at tenn. was admitted af'ter 
being in labour for 70 hours with the membranes ruptured for 
51 hours. 
The uterus was tonically contracted and palpation 
of the foetus impossible. Vaginal examination revealed a fully 
dilated os with the occiput posterior. 
The foetal lie was corrected and the live 8 lb. baby 
was delivered by forceps. 








• Canplaint: Long hard labour. 





26.10.44. Therefore at term. 
Somerset. 
Admitted at 8 p.m. 3.8.1945. 
History: Past: The patient states that she was in labour for 
3 days with the previous confinement, 2 years ago, 
before forceps were applied and the baby delivered. 
She states that she had a perineal tear and that 2 
stitches were inserted. The baby is normal and 
alive. The birth weight is unknow.u. 
/ (, _... 
Present: She states that her labour started at 10 p.m. 
on 31.7.1945. The pains were regular and oame at 
steadily decreasing intervals. The pains eased off during 
the morning of 1.8.1945. 
After lunch the pains started once more. The waters 
broke at about 5 p.m. This was followed by an increase 
in the intensity of the :pain until midnight. She had 
' poor :pains throughout 2.8.1945. 
Since 5 a.m. 3.8.1945 she has been in really hard labour. 
Her pains came frequently and lasted a long time. She 
was worn-out by 11 a.m. 3.8.1945 and sent for her Doctor. 
He advised hospitalisation. She still tried hard to 
deliver herself of her baby but gave in eventually and 
was admitted to this institution as an Emergency at 8 p.m. 
3.8.1945. 
On Examination: General condition: The patient appeared 
distressed and fatigued. Pulse: 128/min. 
Temperature: 100°F. Respirations: 26/min. 
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Local: Abdomen: The Fundus was up to the Xiphisternum. 
It was in Tonic contraction. Lie could 
not be detennined. 
Foetal heart 180/min. 
The head was through the brim. 
/7. -





Vaginally: Os fully dilated. 
The occiput was posterior. 
Marked ca.put showing at the vulva. 
General anaesthetic administered. 
Bladder was emptied. 
(Gas, oxygen and ether) 
The foetal position was corrected and forceps applied. The 
child was delivered in the L.O.A. position. 
slight perinea.1 tear. 
There was a 
An 8 lb. live baby was delivered. 
The tear was stitched. 
It responded to treatment. 
The placenta was born in 20 minutes. 
4.8.1945: Patient comfortable. 
7.8.1945: Involution proceeding normally. No pyrexia, during puerperium. 
11.8.1945: Perinea.1 stitches removed. Wound has healed. 
14.8.1945: Her puerperium was uneventful and both she and her baby were 
discharged from hospital. 
Canmentary. 
Primary uterine inertia is not common in multi para. 
This patient I s pains were poor with few exacerbations -
until 5 a.m. 3.8.1945. 
The inference therefore is that she had a primary 
uterine inertia. 
Coupled with this her membranes ruptured early and the 
presentation was a persistent occipito-posterior. 
These three phenomina - primary uterine inertia, early 
rupture of the membranes and posterior position - have correctly 
been termed "The terrible triad.." 
Because of stubborness the patient was not admitted 
until her uterus ·was in tonic contraction. She was fortunate 
indeed to have a live baby - although distressed (foetal heart 
180/min. ). 
The delay in the second stage no doubt was due to the 
posterior position as the extraction of the slightly above average 
sized baby (8 lbs.) was without difficulty. 
An interesting feature in this case is that her first 
( 3 day) labour was terminated by forceps. 
Theoretically this might have been a factor 
precipitating another primary uterine inertia - although practically 
it is not common to find recurrent uterine inertia. 
1S. -
CASE 4. 
"Military Position" of the head. 
I 
Failed forceps. 
Internal version and extraction. 
Summary. 
labour. 
A 21 year old primipara, at tenn, was admitted in 
On abdominal examination the head was fm.md to be 
grossly deflexed. 
A primary uterine inertia did not improve flexion. 
Vaginal examination 'l.mder general anaesthesia 
revealed a nonnally sized pelvis. 
When there were signs of foetal distress forceps 
were applied. Because of the extension the head could not be 
cSi 1 
Forceps were removed, internal ver sion was done 
and the foetus extracted. 
The live baby weighed 7f lbs. 
Her puerperiurn was morbid. 













15.7.1946. Therefore at tenn. 
Sanerset. 
8.15 p.m. 5.4.1947. 
• 
Present History: She has never been seriously ill. 
,M!', -
Present condition: The patient states that she was quite f'it through-
out pregnancy. 
On Examination: 
Labour pains oomnenced at 5 a.m. (5.4.1947) and 
became both more f'oroetul and increasingly 
frequent throughout the day. 
Since about 5 p.m. (5.4.1947) the pains have been 
wearing off'. 
General condition: Good. Feminine type. She was tired. 
Local: Abdanen: Flmdlls 5 fingers below ensif'onn. 
Contractions are poor and infrequent. 
R.O.P. 
I Head mobile and in "Military" position. 
Foetal heart 140/min. , and regular. 
Per Rectum: Membranes intact. Os, neither applied 
nor well effaced, admits 2 fingers. 




The patient had a good sleep. 
She had a few poor contractions. 
ruptured spontaneously. 
The membranes 
The head now had engaged but . not by it's largest 
diameter. 
Still R.O.P. but flexion had improved. 
The pa.ins remained poor and infrequent up to 3 p.m. Now 
they lasted 45 - 60 seconds and came at 5 - 6 minute intervals. 
6.30 p.m.: There was further slight descent of the head, and 
improvement inflexion. 
Vaginal exrunination under general anaesthesia done to 
est:ima.te the size of the pelvis clinically. 
Theos was 4i- fingers dilated, well applied to the head 
but thick anteriorly. 
There was neither a marked caput nor moulding. 
The lowest point of the head was above the ischial spines. 
The anterior fontanelle could be felt - it was anterior and 
to the left i.e. R.O.P. ( de v 
The pelvis was roomy. 
Diagonal conjugate measured 12 ems. 
The Ueo pectineal lines had nonnal slopes. The 
sacrosciatic notch was normal.. 
The bisischial diameter and subpubic angle were nonnal. 
The baby did not appear to be abnonna.lly large. 
Clinically, therefore, it was decided that the baby could 
pass through the pelvis. 
( 
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AJJ soon as the patient regained consciousness she was 
given 50 grs. chloral. lf3dra,te - and 50 c. c. s. 5~ Dextrose 
intra.venously. 
7.4.1947: 
5.30 a..m.: Pains have been good and regular sinoe 5.50 a..m. 
Abdaninally the head was practically through the 
inlet. It was still a posterior position. 
The caput showed at the vulva. 
The foetal heart now ranged between 110 and 120/min. and was 
irregular. 
Forceps delivery therefore was decided upon. 
Forceps were applied with the occiput posterior. f / , l 
kJ ...... ,l\ 
),2, -
A fair amcnmt of traction failed to budge the head. (, ,'- '-'-\J 
The forceps were removed and the occiput wasrotated to the {, 
anterior position. 
) 
Di:fticul ty was experienced in doing this manoeuvre. The 
result was that once it was completed it no longer meant a low 
forceps. /, lt}4 f tJ· 
Mid-forceps were applied but failed to ·. budge the head. t;Jci 
The cause of the diff'ioul ty was a degree of ext~ of the ~ 
head. 'This difficulty could not be overcane. 
Internal version and extraction was done. 
The arms were extended but presented no dif'ficul ty. 
An episiotom.y was done and Burns' method was employed. in 
dealing with the head. There was no diffioul ty whatsoever in 
delivering the head. 
-4-
The live ma.le child weighed 7 lbs. 8 oz. 
Because ot the previous thorough vaginal e:mnrl nat ion now 




The patient's general condition is good. She 
cannot pass water and has to be catheterised. 
The patient was morbid (vide chart). 
She made a good recovery. 
The episiotaJ\Y bad healed well. 
Both she and bar baby left hospital and were both tit. 
N--, i["lc.04, A . 
"-, 7 I" 
,._ . . . . . . . . . . . . . . . . .. 
= - ' 
+ 
Commentary. 
Because of a malpresentation and primary 
uterine inertia the baby ' s head failed to flex properly; 
and therefore to engage properly. 
As she was an emergency admission, and a 
primipara with a mobile head, i t was of utmost importance 
to ~ow whether there was cephalo-pelvic disproportion. 
The patient was therefore submitted to a 
vaginal examination under general anaesthesia. 
It was found that the pelvis was nonnal and 
that the head would pass through this pelvis given good 
uterine action. 
Foetal distress with a fully dilated os was 
the reason for interference. 
When it was found that the foetus could not 
be delivered as a vertex both in the occipito- posterior and 
anterior positions, an internal version and extraction was 
done. 
The ease with which the aftercoming head of 
the live baby was born proved that the clinical cephalo-








Converted to vertex: 
Spon:t;aneous deli very. 
A 28 year old primipara-antenatal case - was admitted 
Her pelvic measurements were normal. 
The baby presented by the brow. 
The membranes ruptured early. 
The brow was corrected to a vertex through a two 
Willetts were applied to maintain the vertex 
presentation. 









General condition good. 





3.5.1945 Therefore i at term. 
Peninsula Maternity. 
31.1.1946 at 4 P•JJl• 
Card.io vascular and Respiratory 
29.10.45: Urine: No alb.: B/P.: 110/65 : Fund.us - 4 fingers down: 
L.O.A.: Foetal heart heard. 
20.11.il.5: Urine: No alb.: B/P.: 120/65 : Fun~ 3 fingers down: 
R.O.A.: Head mobile and slightly extended : Foetal heart 
heard. W.R. negative. 
18.12.45: Urine: No alb.: B/P.: 100/60 : Fund.us 1 finger down: 
R.O.A. : Head mobile -
Foetal heart heard. 
2"5.1.46: Urine : No alb. : B/P. : 110/60 : Fund.us 1 finger below the 
ensiform : R.O.P. : Head still extended, high and mobile. 
Vaginally: 
Because of the high mobile foetal head a thorough examination 
was now made ( i.e. at about the 58th week) to exclude 
disproportion. 
She had an essentially feminine build and hair distribution. 
External measurements:-
Interspinous : 24 ans. / 
Intercristal: 27 ans. 
External oonjugate: 20 ans. 
Diagonal conjugate: the examining finger could not reach the 
sacral promontory. 





The cavity of the pelvis was roany. 
The sacro-spinous ligaments were well over li - 2 ins. long. 
The spines of the ischia did not project • 
• 
The bisischial diameter accommodated a fist easily. 
The subpubic angle admitted two knuckles with ease. 
By Muller-Kerr I s manoeuvre the head could just be 
made to enter the brim - with no overlapping, it did not descend 
as far as the ischial spines. · 
Clinical.ly therefore it was decided that given good uterine 
action the head would easily go through this essentially nonnal pelvis. 
X-Ra.y pelvimetry was arranged for (this has to be done at 
the Groote Schuur Hospital as the P.M.H. has no radiological facilities.) 
The patient however came into l~our before being X-Ra.yed. 
The patient came into labour at 8 a.rn. 31.1.46. 
She states that the pains steadily increased both in 
frequency and intensity since the onset of labour. 
Her membranes had not ruptured. 
On Examination: 
General: The patient looked well. 
strong labour. 
Pulse : 85/min. 
Temperature: 98.s°F. 
Respirations: 20/min. 
She was in fairly 
Cardiovascular system: No abnormality was detected. 
Blood Pressure : 120/80. 
Respiratory system: No abnormality was detected. 
Urine: Clear. No albumen. 
Abdominal: No abnonnali ty was detected on inspection. 
The flm.dus was 2 fingers below the ensiform carti-
lage. The uterus was slightly d.extroverted. 
The back of the foetus was to the right and 
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,t.S . 
deflexed - the occiput and sinciput 
same level, and both very praninent. 
being on the 
Uterine contractions last 45 - 60 seconds and oame 
at 5 - 10 minute intervals. 
The foetal heart was heard far out in the right 
flank. 
The bag of waters bulged low down. The os admitted 
l finger. The presenting part oould not be felt. 
The membranes ruptured spontaneously. 
--
Vaginal examination revealed a two finger well effaced 
os. The cervix was not well applied to the presenting 
part- the head. 
High up, anteriorly and to the left were the supra-
orbital ridges and the root of the nose. 
Brow presentation • 
The patient has had regular good contractions. 
Under general anaesthesia the diagnosis, and the 
nonnal pel vie measurements were con:f'inned. 
The head was dislodged and flexed digitally whilst 
the chest was pushed in with the abdominal hand. 
The baby was rotated into the occipito-anterior 
position. 
Willett's scalp forceps was applied to the vertex 
and attached to a li lb. weight over a pully. 
A tight abdaninal binder waE! applied. 
The patient began having strong pains at regular 
intervals. 
The head was engaged. 
Willett 's forceps was removed. 
50 c.c.s. 5a,i; glucose given intravenously. 
She began bearing down. 




Two areas of caput were noticeable:- one over the 
brow and the other over the vertex. 
Placenta and membranes were expelled nonnru.ly. 
The puerperium was uneventf'ul. 




Because of a high mobile head after the 38th week 
in a primipara, this patient was submitted .to a vaginal examination 
in the antenatal department. A normal pelvis was assessed. 
She came into labour and a brow presentation was diagnosed. 
The membranes ruptured spontaneously. 
examination:.-
This was followed by a vaginal 
1. To exclude prolapse of the cord (as the head was not completely 
fixed). 
2. To verify the diagnosis. 
Under general anaesthesia the brow was corrected to a 
vertex presentation, with satisfactory results. +l 
The criticism of the treatment oould be that it was 
meddlesome midwifery and that had the patient been left, in all 
likelihood, a face presentation would have resulted - and therefore 
the general anaesthetic could have been obviated. 
This criticism is just provided the patient was (as she 
should be in any case) unde:r constant supervision and that all was 
in readiness for interference were there any signs pointing towards 
impaction of the brow. 
C A SE 6. 
Impacted Brow Presentation. 
SUmma.ry. 
A 36 year old seventh para was admitted in 
strong labour, as an emergency. 
Examination revealed an impacted brow 
presentation - the foetus being dead. 
The head was extended and rotated -
chin anteriorly. 
Forceps failed to budge the head. 
Craniotomy was done. 
k -
NAME: SLABBERT, Ada. .Alice. 
AGE: 36 years 
RACE: European 
PARA: 7 Eldest: 12 yn;. youngest: 18 months. 
Therefore 
L.M.P. : Beginning of March 1945 : / at term. 
HOSPITAL: Peninsula M.aterni ty, Cape TO\m. 
ADMITTED: 18.12.1945 at 4 p.m. 
EMERGENCY: 
Previous History: 
General: She has never been seriously ill. 
Obstetrical: Her previous 6 babies were all delivered 
spontaneously and within 8 - 9 hours. 
Ji . -
They are all ali~e. No history suggestive 
of Toxaemia. 
Present: The patient states that she was canpletely fit 
throughout this pregnancy. She is at tem. 
On 18.12.45 at 8 a.m. her membranes ruptured. 
At 9 a.m. strong labour pains conmenced. 
At about 10. 30 a. m. bearing down efforts began. 
By l p.m. there was no advance. She could not 
budge the baby. 
The midwife in attendance by 2 p.m. had made 3 vaginal 
examinations. 
She then sent for a Doctor who did a rectal examination, -
told her it was a face presentation and sent her into hospital. 
13, 
- 2 - -
On Examination. 
General condition: The patient was showing signs of 
exhaustion. Pulse : 110/min. Temperature: 98°F. 
Respirations: 26/min. 
Abdominal Palpation: The :f\mdus was 1 finger below the 
ensifonn cartilage. The baby's back was to the right end 
anterior. The foetal head was engaged but markedly extended. 
There was a gro.ve between the occiput and the back. 
Contractions were good. Good relaxation inbetween contractions. 
Auscultation: The foetal heart was not heard. 
Vaginal examination: Os :f'ully dilated. Brow presentation. 
Chin posterior. 
50 c.c.s. 5~ Dextrose given intra.venously. Continuous 
intravenous saline conmenced. 501 000 units Penicillin given 
intramuscularly • . 
The patient was given a general anaesthetic - Chlorofonn 
followed by open ether. 
Brow presentation was verified. 
Extension was increased and the chin was rotated into the 
anterior position. Forceps were applied. Traction 
craniotany done. 
The male f'oetus weighed 8 lbs. 1+.t ozs. 
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The birth was followed by a rapid and severe 
post-partum haemorrhage. 
The uterus was rubbed up. Crede' s method failed to 
expel the placenta. The haemorrhage persisted. The placenta 
was removed manually. 
Ergometrine f c.c. was given intramuscularly. 
Bleed:ing stopped. 
The intravenous saline was replaced by 2 pints of 
whole blood. 
Penicillin therapy was continued for 3 days. 
The patient made a rapid uninterrupted recovery, 
being sent to the convalescent home on 28.12.1945. 
This ·patient was seen on ·11. 2.47 when she was 24 
weeks pregnant. 
5.5.1947: Admitted in labour. 
clinic regularly. 
She has attended the antenatal 
No abnormality was ever detected. 
Labour began at 11.15 p.m. 4.5.1947. 
Live male 8 lbs. 14k oz. baby born at 1.15 a.m. 
5.5.1947. 
3rd Stage: 25 minutes. 
>4---
Commentary. 
The important feature demonstrate~by this case 
is the fact that an abnonnal presentation can complicate labour 
in a woman who had given birth to six babies with reasonable 
ease. 
Because of numerous vaginal examinations before 
admission Penicillin was administered prophylactically. 
As the foetus was dead craniotomy, following a 
reasonable attempt at forceps delivery (after correction of 
the presentation) was the reasonable and easiest method of 
delivery. 
The exhausting labour followed by general 
anaesthesia and manipulations can be blamed for causing the 
post-partum haemorrhage. 
Crede' s method was tried but failed. 
removal of the placenta was therefore done. 
Her puerperium was uneventful. 
Manual 
That she made a complete recovery is borne out 
by the fact that she gave birth to a nonnal 8 lbs. · 14! oz. male 





A 33 year old 3rd para at tenn was admitted after 54 hours 
apparent labour (most likely 49 hours false labour and~ hours true q 
labour.) 
Amento-posterior presentation was diagnosed - the os 
being f'ully dilated. 
Whilst preparation for correction was made she had three 
good strong pains. 
symphysis pubis. 
The chin was now anterior and under the 


















24.6.1945. Therefore at tenn. 
6.10.1946 at 7.30 p.m • 
The patient states that she has never been ill. 
Both her previous pregnanoie·s, confinements and 
puerperia were nonnaJ.. 
37. --
Her younger baby was born 2 years ago (i.e. in 1944) 
Both babies weighed ~ lbs. 
The patient states that she was quite well 
throughout pregnancy. 
At 1.30 p.m. 4.10.46 pa.ins oonmenced. 
pains were poor and infrequent. 
These 
She was up and about and slept well throughout 
the nights 4 - 5 and 5 - 6/10/46. 
Since about 2 p.m. 6.10.46 she has had strong 
pa.ins at frequent and regular intervals. 
At about 5 p.m. the pains came about every 3 to 
5 minutes. They were very strong. 
The midwife in attendance did a vaginal examination 
and sent for a doctor. 
The Doctor arrived - did a vaginal examination -








Her condition was good. 
Pulse : 86/min. 
Temperature : 98°F. 
Respirations : 20/min. 
No abnonnality was detected. 
Blood Pressure : 120/70. 
No abnorma.li ty was detected. 
On inspection no abnonna.litywas detected - excepting 
dextroversion. 
The fundus was 1 finger down. 
The uterus contracted strongly ( 40 - 60 seconds) every 
5 - 7 minutes. 
The baby's back was to the left. 
A portion of the head could be palpated on the left. 
The foetal heart could best be heard on the right. 
Rectal examination revealed a fully dilated os. 
The face was presenting with the chin posterior. 
The chin was below the level of the ischial spines. 
Preparations were now made for correction of the position and 
extraction of the foetus. 
Whilst' scrubbing up and the anaesthetist was busy at his 
trolley the patient had three good pains in rapid succession. 
The patient was closely watched throughout this time and the 
chin appeared under the symphysis pubis i.e. it had rotated with 
these good pains. 
The 6 lbs. 14 oz. live female ~aby was delivered almost 
iuunediately without incident. 
The third stage was nonnal - lasting 30 minutes. 
The puerperium was nonnal. 
Conmentary. 
This patient was in a poor type of labour for 
49 hours before good contractions occurred. 
presentation. 
She was admitted because of an abnormal 
The face presented with the chin posterior. 
The spontaneous anterior rotation of the chin 
was due to really good uterine action. These few good 
contractions no doubt pranoted full extension and thus 
rotation. 
Given really good uterine action and a normal 







A 29 year old nml ti para was attended to in the 
antenatal department with her baby presenting as a breech with 
extended legs. 
failed. 
Repeated attempts at external cephalic version 
She had a slight accidental type of haemorrhage just 
prior to labour. 
The breech was delivered without incident. 
The baby weighed 8 lbs. 
,I,,../, -
NAME: CHANDLEY, Miriam. 
AGE: 29 years. 
PARA: 8 
RACE: Cape Coloured. 
HOSPITAL: Sanerset. 
L.M.P.: 10 May 1945. Therefore at tenn. 












She has never been seriously ill. 
The second, third and fourth gestations tenninated 
as abortions when about 4 months pregnant in each 
case. 
Her pregnancies, labours and puerperia were all 
nonnal. 
The first baby died of oonvulsions when 11 months 
old. 
The other (three) babies are alive and well, the 
youngest being two years and seven months. 
She visited the antenatal. clinic for the first 
time on 18.11.45. She stated that she had 
been completely fit throughout this pregnancy. 
Her condition is good. She is well oovered. 
Her bowels act daily. Teeth, tonsils are nonnal. 
No abnonnalitywas detected. 
Blood pressure: 120/75. 
No abnonnalitywas detected. 
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Abdomen: Fu:ndus 3 fingers down. Breech presenting. 
Foetal heart heard. 
Urine: Clear. 
No albumen or sugar. 
29.11.45: Urine : No alb. : B/P.: 125/80 : Fu:ndus 3 fingers down 
Breech: Foetal heart heard. 
13.12.45: Urine : No alb. : B/P.: 120/80 : Fl.Uldus 2 fingers down 
L. S.A. : Foetal heart heard. 
Extended legs. 
External cephalic version was attempted but failed. 
31.1.46: Urine : No alb • . : B/P.: 120/80 : Ftm.d.us l _ finger down : 
L.S.A. : Legs extended: Foetal heart heard. 
Attempted External cephalic version again failed. 
14.2.46: Urine : No alb.: B/P.: 120/80 : F;undus 3 fingers down: 
L.S.A. : Legs extended : Foetal heart heard. 
}.s the breech was fixed in the pelvis and. could not be 
lifted out, external oephalic version was not attempted. 
1:8.2.46: Admitted at 6.30 a.m. 
The patient states that during most of the 15th and 16th of 
February she has suffered fran pains in the back at infrequmt, 
irregular intervals. 
At 3 a.m. 117.2.46 she awoke with quite severe pains in the 
back but at irregular intervals. 
She then had a mucous discharge. 
I 
At 5 a.m. she had a painless vaginal haemoITha.ge - losing, 
about 2 teacupfuls of blood. The blood was dark red in / 
colour and contained a few biggish clots. 
Since 6 a.m. she has had labour pains at regular intervals. 
Her membranes had not ruptured. 
On Examination: 
General: Her condition is good. 
Pulse : 90/min. 
0 
Temperature : 98.2 F. 
Respiration : 20/min. 
Blood pressure : l~0/60. 
Abdominal: 
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Urine (catheter): Albumen + 
No oedema. 
Fundus 1 finger below the Xiphistemum. 
The uterus is soft - contracting at 5 - 10 minute 
intervals. Pains lasting ± 40 secs. 
Foetal parts are easily paJ.pable. 
Breech presenting -
Breech in Pelvis. 
Foetal heart 144/min. 
-
As she was in good labour and as the breech was fixed in the 
pelvis it was thought that a central placeRtl9~fu.d be excluded. 
The most likely diagnosis therefore was a minor degree of 
accidental haemorrhage. 
Interference was therefore thought to be unnecessary. 
8.30 a.m.: Membranes ruptured. 
Y._aginal Examination: 
The os was well effaced and well applied to the breech. 
It was 3 fingers dilated. 
11.30 a..m.: The patient has been having good pains. The 
breech appeared at the vulva. On bearing down the 
body and the extended legs appeared. The cord was 
pulsating and a loop was brought down. 
With the next pain the legs and arms were lifted 
out of the vagina. 
The head was delivered by Burns' method. 
This all hapJ>6ned so quickly that generaJ. 
anaesthesia was not given and an episiotany was 
not done. 




The placenta was expelled in 15 minutes-. There was 
no retroplacental clot~ The membranes ruptured 
about 3 inches from the marg:in of' the placenta. 
At no time did the patient's blood pressure rise 
above 120/so. 
Albumen did not appear in any catheter specimen 
after delivery. 
She and her baby left hospital - both fit. 
Commentary. 
It has been proved that extension of the legs is 
one of the causes of breech presentation persistnig. In all 
probability it was the cause of failure of external cephalic 
version. 
As she really was a fifth para (3 abortions) it 
was known that her pelvic measurements were nonna.1. 
The delivery presented no difficulties. 
As regards her statement of loosnig tvfo teacupfuls 
of blood, with the passage of clots, - this might have been due 
to a high marginal placenta praevia or an accidental haemorrhage. 
No extrinsic cause was fotmd. 
The points in favour of a high marginal placenta 
praevia are the facts that:-
1. The bleeding was tmaccompanied by pains other than 
labour pains. 
2. The rupture in the membranes was fotmd about 3 inches 
fran the placental margin a doubtful distance for the 
diagnosis of placenta praevia. 
In favour of accidental haemorrhage is the fact that 
a trace of albumen was fotmd in a catheter specimen of the patient's 
urine. 
nonna.l. 
However a trace of albumen in the urine during labour is 
Against accidental haemorrhage a.re:-
1. No uterine te.nderness. 
2. Foetal parts were easily felt. 
3. No retroplacental clot. 
a ' good' show. 
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The bleeding was more profuse than f OtU1d in 
Because of exclusion the unsatisfactory 
diagnosis of a minor degree of accidental haemorrhage due 
to an unknown cause is made. 
; 6Jf Gv.I ~ "J, V Vt5 ~.: · 
CASE 9. 
Neglected shoulder Presentation. 
Summary. 
A 33 year old fifth para was admitted, having 
been in labour for 27 hours, membranes ruptured for 11 hours 
and prolapse of the baby's ann for 3 hours. 
Abdominal examination revealed the head in 
the right iliac fossa, the uterus not contracting, and 
nonnal foetal heart. 
Af!, the os was fully dilated internal version 
and extraction of a live 9 lbs. 7! oz. baby was done. 











L.M.P.: May 1946. Therefore at tenn. 
13.3.1947 at 3.50 a.m. .AIMrTTED: 
HOSPITAL: Sanerset, Cape Town. 
EMERGENCY. 
Previous Histo:cy: 
General: Nil of note. 
Obstetrical: The patient states that her 4 previous deliveries 
were all nonnal in every respect. They had all 
ta.ken place at home. An untrained midwife 
attended her with each confinement. 
Her babies were all rather big; the average 
birth weight being about 10 lbs. (not positive 
evidence as the babies were not weighed.) 
The last baby was born 20 months ago. 
Present condition: 
She states that she was quite fit throughout this 
pregnancy. She did not attend. any antenatal 
clinic. 
Labour started at 1 a.m. 12.3.1947. 
She had strong pains at regular intervals during 
the day but with no apparent advance. 
At 5 p.m. (12.3.1947) the membranes ruptured. 
The pains now increased in intensity. 
From midnight onwards the pains started wearing off. 
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At 1 a.m. (13.3.1947) the baby's ann prolapsed. 
The pains ceased very soon afterwards and have not 
since returned. 
On Examination: 
General condition: Good. 
Local: 




Abdanen: The breadth of the uterus appeared to be 
greater than its length. 
Fundus 4 fingers below ensif onn. 
Uterus soft and. not contracting. 
The head was palpated in the right iliac fossa. The 
baby's back was across the pelvis. i.e. R.A.P. 
Foetal heart: 140/min. Steady. 
Vaginal: Right ann and hand prolapsed. The ann was bluish and 
oedematous. 
c. v.s. No abnonna.li ty was detected. B/P. : 130/80. 
Respiratory: No abnonna.lity was detected. 
Urine: No albumen. 
5G c.c.s. 5~ Dextrose given intravenously followed by drip 
saline and glucose. 
Penicillin 50 thousand. units given intramuscularly. 
5 a.m.: General anaesthetic given. 
The prolapsed ann and vulva were thoroughly washed. 
Dettol cream was poured over the vulva and prolapsed 
arm. 
Vaginal examination revealed a fully dilated cervix. 
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The ann was replaced. 
The foetal head was pushed in an anti-clockwise direction. 
A foot was grasped and brought down. 
also brought down. 
The other leg was 
The cord was pulsating. The rhythm was irregular. 
The baby's anns were extended. 
As it was a big baby an episiotomy was done. The 
posterior ann was brought down. 
The foetus had to be turned so as to make the anterior 
ann posterior. 
This arm was now brought down. 
The head was helped into the pelvis by suprapubic 
pressure. 
The cord was no longer pulsating. 
As the head could not be made to crO\m by Mauriceau.-
Smellie-Vei t, Burn~ or Prague methods, F'orceps were 
were applied to the after-caning head. 
A very distressed female baby was born. 
It made a rapid uninterrupted recovery, the weight 
being 9 lbs. 7f oz. 
The episiotany was stitched. 
The uterus contracted down well. 
post-partum haemorrhage. 
There was no 
The placenta was expelled spontaneously 45 minutes 
after delivery. 
14.3.1947: The baby was on the breast. Both Mother and b;iby 
were well. 
ao.3.1947: Perineal stitches removed. Wound well healed. 
Temperature and Pulse have been nonnal since 
delivery. 
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23.3.1947: Because of the acute bed shortage and as the 
patient had a good home to go to she and her baby ( weight now 
9 lbs. 71 oz.) were discharged fran hospital. 
../ 
Commentary. 
As in case No. 6, a complicated presentation can 
occur in any woman in-labour, especially those who have not had 
antenatal supervision. 
This patient was lucky in that she developed a 
secondary uterine inertia. 
Because of a soft, non contracting uterus, 
internal manipulations were easy and vr.i. thout danger. 
Having done the internal version, the breech 
was extracted. The inevitable happened viz. extension of 
the anns. An eJ?isiotomy was done and the shoulders were 
delivered with difficulty. The foetus had to be rotated so 
that each shoulder in turn became posterior. 
Once this difficulty was overcome, the cord no 
longer pulsated. Adding to this difficulty was an inability 
~J. -
to deal with the aftercoming head by the known non instrumental-
methods. 
Forceps were applied and the head was delivered. 
The baby was born alive and remained alive. This 
fact can be attribut·ed to the hardiness of the baby, and to a 
lesser extent - gentleness in manipulation. 
All precautionary methods for dealing with a 
post pa.rtum haemorrhage, were in readiness - all but the hot 
douche. It was thought that with a long labour followed by 
secondary uterine inertia, internal manipulations might easily , {( 
produce a minor rupture of the uterus. Any intra uterine douche 
would then certainly spill into the abdominal cavity. 
The patient expelled her placenta without 
any trouble. • jb,r • 1 .,Ji /~ K );_ M$eJ. /~ 
C A SE 10. 
Disproportion. 
Summary. 
A 24 year old 2nd para had a still birth 
seven years previously after a two day labour followed by 
instrumental delivery. 
She was admitted in labour - at tenn. 
Examination revealed signs of obstructed labour due to 
cephalo-P,elvic disproportion. 
A lower segment Caesarean section was done. 
A diminished transverse diameter of the inlet was folU'ld. 

















8 p.m. 9.4.1947 as Obstructed labour. 
She has never ·been seriously ill. 
Her first baby was still-born in 1940 at 
Grahams town. 
After two days of strong labour a Doctor 
was called. She was taken to hospital, 
given an anaesthetic and the baby was 
removed with instruments. 
She does not know what the weight of the 
baby was or which instruments were ·used. 
The patient states that she was perfectly fit throughout 
pregnancy. 
She came into lal?our at 11.30 a.m. on 8.4.1947. She was 
in strong labour throughout the day. She slept just off and on 
throughout the night 8.4.1947. 
She had good pains throughout 9.4.1947. 
The membranes ruptured spontaneously at 2.30 p.m. 
A Doctor was called in at 4.15 p.m. and after doing a 
vaginal examination sent her into hospital. 
On Examination: (i.e. in labour 31 hours, membranes ruptured 
~ hours.) 




upper lip and in the butterfly area especially. 




Blood Pressure: 115/75. 
Therefore she showed signs of gross maternal distress. 
The fundus was right up to the ensifonn cartilage~ 
The round ligaments were tense. 
Contractions were poor and at irregular intervals. 
There was poor relaxation in between contractions. 
Bandl 's ring was at the umbilicus. 
The lower uterine segment W8.!f5 tender. 
The back of the · foetus was to the right and anterior. 
The head was well flexed and fixed but not by it's 
largest diameter. 
There was at least 2! inches of head above the brim. 
The foetal heart rate was 130/min. 
The os was fully dilated. There was a marl<Bd oaput 
sucoadaneum.· and overlapping of the slrull bones. 
The subpubic angle was normal i.e. it allowed two 
knuckles. The bisischial diameter measured 8 ans. 
Caesarean section was decided upon. 
1. Because the patient had lost her first baby - having 
required instrumentation. 
2. There was no advance of the head despite good pa.ins 
good position, :f'ull dilatation of the os. 




(a) the patient's general condition, 
(b) high fund.us, 
(c) poor contractions with poor relaxation, 
~
( d) tender lower segment~ 
( e) Bandl 's ring at the level of the umbilicus. · 
A lower segment Caesarean section was done \Uld.er gas, oxygen 
and ether anaesthesia. Bandl's ring was at the umbilical region. 
The lower segment was vecy thin. There were two subperitoneal 
haematanata. 
A live male 7 lbs. 15 oz. baby was delivered. 
After the uterus had been stitched internal pelvimetcy 
was done. 
The true conjugate measured 9.5 ans. 
The transverse of the inlet was found to be 10.5 ans. 





The ~tient has had no difficulty in voiding 
urine post-operatively. She is ~ssing :flatus. 
Her candi tion now is good. 
Bowels have acted. She feels and looks well. 
Stitches removed. Wound well healed! 
The patient and her baby (8 lbs. 1 oz.) were 
discharged fran hospital, 
~fter X-Ray pelvimetcy was done. 
X-Ray measurements ofthe pelvis: 
True conjugate : 9.4 ans. 
Transverse of inlet: 10.5 c.m. s. 
Left oblique: 9.3 ans. 
Right oblique : 10 ans. 
Outlet: Transverse: 8 ans. 
Subpubic angle: 950 
X-Ray pelvimetcy was done as a check. 
Commentary. 
.Although this patient was a second para the 
previous delivery was one complicated by instrumentation -
in all probability a craniotany. (The latter statement · is 
made because she stated she was taken to hospital for 
instrumental delivery. In the outlying areas forceps 
delivery is done at home as their small hospitals are 
continually overcrowded.) 
Examination revealed signs of threat~ned rupture of 
the uterus. The position of the baby (R.O.A.) was favourable. 
The head was well flexed but not through the brim. 
A normal pelvic outlet was found. The trouble 
therefore lay with the inlet. This was proved at operation. 
The X-Ray pelvimetry was done post-operatively - in collaboration 
with the Radiologist - to check the measurements at the time of 




A 40 year old 9th para had normal. spontaneous 
deliveries - usually within 3 or 4 hours - with her eight 
previous babies. 
She was in this labour for 9 hours when a 
Doctor was called in. 
He diagnosed a face presentation - os fully 
dilated - and sent her into hospital. 
Inunediately ai'ter admission her uterus ruptured. 
An immediate hysterectomy was done, preceded and 
followed by blood transfusion, intravenous saline and glucose 
and penicillin. 












- 40 years. 
Cape Coloured. 
9. 
July 1946. Therefore at tenn. 
HOSPITAL : Somerset . 
ADMITTED: 13. 4.1947 at 1.30 p. m. 
She has never been really sick. 
Her confinements were all nonnal and took place at home 
each lasting about 3 to 4 hours . The babies were never 
weighed. They seemed bigger than the average . 
At no time did she stay in bed for longer than 10 days 
for the puerperium. 
Her children were all breast fed and are all alive. 
The youngest child is two years old. 
The patient states that labour started at 4 a. m. 13.4.1947. The 
membranes ruptured spontaneously about ! hour after the onset of labour. 
The pains were strong. 
She started bearing down at about 7 a . m. 
Inspite of good pains and geat efforts at bearing down there was 
no advance . 
The midwif-e (untrained) sent for the~ who arrived at about 1 p. m. 
The Dr. examined her, gave her an injection and sent her into 
hospital . 
(The Dr. stated that on vaginal examination he diagnosed a 
face presentation, the os being fully dilated.·) 
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The pains passed off after the injection. 
On examination: 
General condition: Good. Pulse: 90/min. 
Temperature: 98°F. 
Respirations: 18/min. 
Blood Pressure: 115/90. 
Abdominally: The uterus was tense . The fundus was at the 
Xiphisternum. The bladder was very full- hence 
the patient was catheterised before she was 
palpated abdominally. 
Whilst being catheterised the patient had a contraction. The 
contour of the abdomen changed. The patient sweated. Her pulse 
rate now was 100/min. Foetal parts could easily be palpated. 
There was no further contraction. 
The head was engaged - left mento-posterio~. 
Foetal heart was not heard. 
Blood Pressure: 100/so. 
Diagnosis: Ruptured uterus - for immediate operation. 
Blood: Group IV. ) 
Intravenous saline started whilst waiting for blood and 
preparation of theatre , 100,000 units of Penicillin given intra-
muscularly, 1 pint of blood given whilst patient in theatre. 
OPERATION. 
Lower midline incision made . 
The body of the baby was found lying in the abdominal 
cavity, with i t' s neck through a rent along the left lateral 
aspect of the uterus. 
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The head was within the uterus fixed in the superior strait 
by the presenting face , chin posteriorly. 
The tear was along the line of attachment of the left broad 
ligament and extended from the attachment of the left round 
ligament's insertion down to the vagina. 
The uterus was separated from the entire left broad ligament -
the only connecting structure being the round ligament . The 
inf'undibulo-pelvic ligament was ruptured and the ovary attached to 
the uterus. (vide figs. 1,2 ). 
The left uterine artery entered the uterus posterior to the 
tear. 
The placenta was lying within the abdominal cavity. 
The haemorrhage - although fonnidable - was not as large 
was expected. The amount of blood within the abdominal cavity 
certainly was less than found in the average ruptured ectopic 
gestation. 
The foetus together with it's placenta and membranes was 
extracted. 
td -
The uterine vessels on both sides were clamped. Artery forceps 
were applied to the medial aspect of the broad ligament on the right 
side - incorporating the ovarian ligament. The right round ligament 
was tied. 
ligament 
The left round/ was tied. The bleeding ovarian vessels were 
caught and tied. The veins oozed. The artery was constricted and 
not bleeding. 
This eased the bleeding in all areas but the lower end of the 
rupture i.e. in the vagina. 
This area was carefully stitched, and the bleeding was 
controlled. 
The stump was peritonealised. ~ ----
The abdomen was closed leav:ing a drainage tube to the pouch 
of Douglas. 
Weight of the baby: 9 lbs . ~ oz. 
The patient's condition on leaving the operating table was 
fair. ' 
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Pulse rate 130/min. with fair tension. 
5. 30 p.m. : Another pint of blood was given, followed by 2 pints 
glucose-saline. 
! gr. Morphine was administered as she recovered from the 
anaesthesia. 
Penicillin 40, 000 units 3 hourly. 
14. 4 . 1947: 
9 a. m.: 
15. 4. 1947: 
16. 4. 1947: 
18. 4.1947: 
20. 4. 1947: 
28. 4 . 1947: 





The patient' s general condition is good. 
She had oozed through her dressing. 
l pint of blood given. 
Dressing repacked. 
Slight serous discharge through the drainage tube . 
The tube was shortened by l inch. 
The patient ' s condition is remarkably good. 
Tube removed. 
Penicillin 20, 000 units 3 hourly. 
The patient looks and feels well . 
Up for a few minutes. 
Discharged from hospital . 
-
Fig. 1 Left lateral view of the specimen show:ing 
the rupture into the broad ligament. 
A. Ovary. 
B. Tube. 
c. Round ligament. 
Fig. 2 Cross-section showing that the lower segment only 
was involved in the tear. 
Nam, HrlNiNo o ,5 .... , , . 
/ ,4 / _,. / & /7 / I / , Fig. 5 
Temperature and pulse chart. 
h r --91° -
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CommentB;I:Y:. 
This patient - as cases 6 and 9 - again demonstrates 
that labour in a multi para can so easily be ccmplicated by an 
abnonna.l presentation - with dreadful results • 
. The mento-posterior position - and a large baby 
(9 lbs. 41- oz.) - can be blamed for the course of events. 
Correction of the presentation and forceps delivery 
once there was delay in the second stage in all probability would 
have sufficed. 
The operation was done soon after the rupture - thus 
giving the patient a better prognosis. She was also fortunate 
in that blood was at hand, and the transfusion given practically 
immediately. 
was 
The rupture/longitudinal, in the lower uterine 
segment, on the left side - i.e. in the most oommon direction 
and situation. 
Ruptured uterus is one of the most lethal obstetrical 
complications and is one that can be prevented by good conduct of 
labour. 
(:,7 -




A 36 weeks pregnant, 33 year old 4th para was admitted 
as a pre-eclamptic toxaemia - having hypertension, albuminuria and 
oedema. On abdaninal palpation twins were diagnosed. 
She did not respond to. a five days hospital treatment. 
Labour was therefore induced medicinally. She responded 
well to the induction. A breech and vertex presentation resulted. 
Blood pressure readings throughout the puerperium with 
disappearance of the oedema and albuminuria coupled with a nonnal 


















21.3.1945. L.M.P.: Therefore 36 weeks pregnant. 
EMERGENCY ADMISSION. 
She has · never been really sick. 
Her three nonnal pregnancies tenninated normally in 
1937, 1939 and 1942 respectively. The labours 
lasted about 6 - 8 hours. The puerperia were 
uneventful. 
She had her babies at hane and does not know 




The patient states that she was quite fit through-
out this pregnancy. At no time did she suffer 
fran head.aches. 
For the past month however she has noticed that 
her ankles and feet have been swollen. She has. 
difficulty in getting her shoes on both in the 
morning and in the evening. She has not been 
breathless. 
She saw a Doctor because the midwife she engaged 
for the delivery advised her to do so. The 
Doctor examined her and sent her into hospital. 
Her condition is good. 
Temperature : 98.2°F. 
Pulse : 80/ min. 
Abdomen: 
- 2 -
She has oedema of the legs. Her fingers appear to 
be swollen as her ring fits very tightly. 
Inspection revealed a markedly distended abdomen. 
Two heads oould be felt - one in the ftmdus and the 
other high and mobile - towards the right. 
Foetal heart solm.ds were heard distinctly to the 
left and above the umbilicus - and to the right and 
below the umbilicus. 
Respiratory system: No abnonna.lity was detected. 








Blood Pressure : 160/100. 
Albumen++. 
No microscopic abnonna.lities were found. 
Nonnal. 
1. Twins. 
2. -Pre-eclamptic toxaemia. 
1. Rest in bed. 
2. Low salt intake (Food cooked without salt-
a lemon was 1; terally squeezed over the food 
so as to add taslte1{iln'a vitamin C) ). 
\....__ --
3. Diminished fluid intac\ 
4. Nonnal protein in diet. 
5. Vit. B. complex. 
Her oondi tion was unchanged; 
Blood Pressure: 155/95. 
Urine : Albumen++. 
Oedema marked but not increased. 
Blood Pressure : 160/100. 







Blood Pressure : 155/90. 
Urine : Albumen ++. 
Oedema. unchanged. 
Condition unchanged. 
Blood Pressure : 160/95. 
Urine Albumen ++. 
Hot bath. 4 p.m. 
6 p.m. 
8 p.m. 
2 oz. of Castor Oil. 
Soap and water enema. 
4 a.m. the patient complained of backache. 
The pains came on at regular intervals and 
radiated over the abdomen i.e. she was in labour. 
8 a.m. Membranes ruptured spontaneousily • . 
She was now in good labour. 
Blood Pressure 165/100. 
9.40 a.m.: 
A live female 5 lbs. ! oz. baby was delivered 
as a Breech (Footling). 
7/, -
There was no trouble with this delivery. Burns 
method was employed for the aftercoming head. 
No anaesthetic or episiotomy were required. 
The placental end of the cord was left clamped. 
Abdominal palpation: R.O.A. 
10.10 a.m.: 
Uterine contractions re-CODmenced. 
10.15 a.m.: 
The membranes of the second sac were ~tured 
artificially. 
She had poor pains. 
11.35 a.m.: 
The second baby was delivered as a normal vertex 
(R.O.A. ). It was a live male child weighing 
l 3 
. 
5 bs. 14* oz. 
-4-
Five minims of pituitrin were injected intramuscularly 
when the head of the second twin was born. This was done 
in order to possibly avoid a post-partum haemorrhage. The latter 
was thought probable as the uterus contracted so poorly throughout 








Both placente were expelled spontaneously. 
The mother and her babies were well. 
Blood Pressure :· 160/100. 
Blood Pressure : 145/95. 
Blood Pressure : 145/95. 
Oedema markedly diminished. 
Blood Pressure : 140/90. 
She has no oedema. 
Urine (catheter) : No albumen. 
The patient's blood pressure decreased steadily. 
Blood Pressure : 135/85. 
Urine (catheter): No albumen. 
She and her babies were discharged from hospital 
to a convalescent home. 
She visited the post-natal clinic. She states that 




She obviously enjoys good heal th. 
Blood Pressure ; 120/70. 
Urine : No albumen. 
The vulva and ·vagina were nonnaJ.. 
The cervix was normal. 
The uterus was anteverted mobile nonnal in 
size. 




Pre-eclamptic toxaemia is corrunonly found in 
multiple pregnancies. 
Labour was induced in this patient as there 
was no response to conservative treatment. 
well to the induction. 
She responded 
The breech was delivered without difficulty. 
Once the first baby was delivered her abdomen 
was palpated in order to ascertain the lie of the other baby. 
The membranes of the second sac were ruptured 35 -
minutes after delivery of the first baby. ~ -
,~[J 
)t~ 
The second baby was born normally. 
The signs of pre-eclamptic tonaemia cleared. 





A 30 yea:r old second gr-avida. primipara was 
admitted as an emergency because of accidental haemorrhage. 
On abdominal palpition twins were diagnosed. 
L.- -., 
She had slight hypertension and albuminuria. 
Labour was complicated by primary uterizle inertia. 
Twins were born., and whilst waiting f'or the 
placenta abdominal palpation revealed a third baby. 
The mother and her three babies left hospital 
to another institution, on _ the 13th post pa:rtum day, to 
receive adequate training and nutrition. 
-
NAME: CLAYPOLE, Augusta PauJ.me. 
~ 
AGE: 30 years. 
PARA: 1 Gravida 2. -RACE: European. 
.., S'. 
L.M.P.: 6.5.1946. Therefore ~ 3~ weeks pregnant. 
HOSPITAL: PeninsuJ.a Maternity. 
ADMITI'ED: 1.2.1947 at 10.45 a.m. 
EMERGENCY: 
Oomplamt: Pain in left hypochondrium followed by a 
loss of a small amount of blood per vagina. 
Duration: Since 4 a.m. 1.2.1947. 
Previous History: 
Present: 
The patient states that she has never really been ill. 
In October 1944 she aborted a 3 months foetus. There 
were no complications • .---
She states that she was quite well throughout this 
pregnancy and attended her pr. reguJ.arly. 
On 13.1.1947 twins were diagnosed. 
At About 4 a.m. 1.2.1947 she awoke because of a continuous 
sharp stabbing pa.in in her left hypochonarium. 
Two hours after the onset of the pa.in she passed about 
three table spoonfuls of dark blood. 




General condition: Good.. 
Pulse : 80/min. 
Respirations: 26/min. 
Temperature: 98.4°F. 
She was not in obvious pain. 
Local: Abdomen: Much larger than is usual for even a 
pregnancy at tenn • 
c.v.s.: No murmurs. 
. Uterus is irritable. There are no 
regular contractions. 
Fundus up to ensiform. One Foetal 
head felt engaged in pelvis. Another 
head felt in the right hypochondrium. 
She was tender over the uterus, in cir-
cular area with a diameter of'+ 4 ins., 
in the left hypochondrium. -
Only one foetal heart could be heard; 
to the right and below the u..~bilicus. 
B/P : 130/80. 
Respiratory: No abnonna.lity was detected. 
Rectal: 
Urine: 
Os admits l! fingers. Membranes bulging. 
presenting - Not well applied to cervix. 
Slight trace of albumen. 
Vertex 
2.2.1947: Condition unchanged. 
3.2.1947: Condition unchanged. 
Few poor pains throughout the day. 
She had a peaceful night. 
4.2.1947: 3.30 a.m. membranes ruptured, spontaneously. 
No pains. 
Maternal condition good. Foetal heart unchanged. 
Rectal: Head well down in pelvis. 
Os 2 fingers dilated, thick and not well applied. 
:t.'30/9&. 





Few very poor pains. Maternal and foetal conditions -
1.mchanged. Head well down. 
Slept well. Few poor pains started at 7 a.m. 
Foetal heart 130/min. 
Maternal pulse 75/min. 
Blood pressure: 140/90. 
Urine: Trace of' albumen. 
The patient continued having poor pains at irregular 
intervals throughout the day. 
11 p.m. The patient is tired. 
Morphine ! gr. prescribed. 
7.2.1947: 9 a.m. She slept well. 
General cond.i tion is good. 
B/P. : 140/100. 
Urine: .Albumen + i.e. more than a trace. 
1000 c.c.s. glucose and saline given intravenously. 
As the membranes had now been ruptured for more than 
100 hours Penicillin 20,000 tmits were given 3 hourly. 
Stilboestrol - 10 mgm. hourly for 10 hours. 
~..!30 p.m.: Pains are now beccming strong and regular. 
Midnight: 
8.2.1947: 
The head can no longer be palpated abdominally. 
Pains are strong and regular. 
Rectal: Os admits 4 fingers. It is well effaced. 
The cervix is well applied to the vertex. 
2.30 a.m.: Pains are getting poorer and less frequent. 
The patient is very tired. Her general condition 
is good. Pulse: 82/min. Temperature: 98°.F. 
Respirations: 25/min. Foetal heart 130/min. 
Vaginall;y:: Rim of cervix with a thick anterior lip 
was felt closely applied to the head.. There was a 
minor degree of caput, and slight moulding. The 
anterior fontanelle was easily felt. The head 
was in the posterior position engaged in the left 
oblique pel vie diameter. 
7 a. m.: 
8 a. m. : 
20 grs. chloral given. 
The patient soon fell asleep. 
Pains had restarted. 
Vaginal examination revealed a fully dilated as. 
The position of the foetal head Vias unchanged. 
Under general anaesthesia the baby' s head was flexed and the 
occiput was rotated anteriorly. 
Forceps were applied and a live female < child ( 4 lbs . 14oz-. XMarion) 
wa.s extracted without difficulty. There was no foetal distress. 
8. 30 a . m.: The membranes of the second sac were ruptured. 
Breech with extended legs presented. 
The breech was extracted with the extended legs. 
The anns presented no diffi culty. The head was 
delivered by Bur:rli ' ·· method. 
The live boy (5 lbs . ~ oz·.) was not distressed. (Walter) 
8. 35 a. m.: Abdominal palpation revealed that the uterus was larger than is 
usual for the 3rd stage. Yet is was contracting and no blood 
escaped per vagina. 
No foetal parts could be felt . 
Vaginal examination revealed bulging membranes. 
These were ruptured and another live baby (boy - 3 lbs. 12 oz. XFa.wa.m) 
was extracted as a breech in exactly the same ·way as his elder 
brother. 
9. 05 a. m. : The uterus contracted well . Clinically the placentae were found 
to be separated (i . e . The cords lengthened and they prolapsed 
when slight suprapubic pressure ·was applied. 
Gentle pressure produced expulsion of the attached placentae of 
the girl and the first boy. This was follo-wed by the expulsion 
of the much infarcted placenta of the second bpy. 
Ergometrine - i c. c. given innnediately after the birth of the 
3rd placenta. 
There was no postpartum haemorrhage. 
The Mother made an uneventful recovery. 
The babies weathered their respective storms and were sent together 
with their Mo~, to the Lady Buxton Hane for further care on 
20. 2. 1947. 
BABIES WEIGHTS. 
Name Birth Wei5ht 4th Daz 6th Daz 
Marion 4lbs.14~z. 4-1~ 4- ~ 
Wal.ter 5 lbs¥z. 4 - 10-j 4- ~ 
Edward 3lbs .12oz-. 
FEEDING. 
1. Up to 2nd day - glucose water. 
8th D~ 
4 - ll~ ~ 
4 - 10 
3lbs. 9oz. 
2. On 3rd day - l breast with 2 glucose water. 
3. On 4th day 
1 ) 1 
- 2 breast ,with 2 glucose water. 
~. 
4. On 5th day - 2 breasts with l glucose water. 
5. On 6th day - full strength. 
loth Daz 
4 - 14 
4 - 10-J 
3 - 1ot 
6. On 11th day - Marion and Walter went to the breast for l feed. 




4 - 111 
3 - f3j 
Edward was fed with a pipette for the 1st four days. 
bottle. 





As was stated in the previous case, pre-eclamptic 
toxaemia is a common complication in multiple pregnancy. 
This patient had a hypertension .and albtuninuria. 
She then suffered from one of the complications of 
pre-eclamptic toxaemia viz. accidental haemorrhage - minor degree. 
She was in poor labour when admitted. 
The pa.ins remained poor throughout labour. 
She was given glucose water, eggflips and jellies 
throughout labour. 
50 c.c.s. 5~ glucose was given when she would 
not take glucose in her water. 
After four days of poor labour - with good rests 
and good fluid balance - she showed signs of' tiring. Morphine 
! gr. was administered. 
On the fifth day Stilboestrol 10 mgm. hourly was 
given for ten hours. 
Pains improved soon after the completion of' this 
drug. 
Whether the improvement in the pa.ins was due to the 
Stilboestrol or whether it would have occurred anyhow, is 
difficult to state. 
A persistent occipito-posterior and poor pains 
resulted in delay in the second stage. 
The positon was corrected and forceps applied. 
The births of' the next two breeches presented no 
difficulties. The birth of the third baby came as a surprise. 
The placenta of the third baby showed signs of gross 
infarction. It's uterine attachment was in all likelihood t he 
tender area the mother complained about - and therefore the 
cause of the accidental haemorrhage. 
The signs of toxaemia of pregnancy rapidly cleared. 
The mother was sent to an institution to receive 









C A SE 14. 
Anterior Pituitary Necrosis. 
A 29 year old third para, at tenn., was admitted, 
She gave birth to a 6 lb. 15 oz. baby spontaneously. 
Thirty-five minutes after delivery she had a brisk 
postpartum haemorrhage. 
Crede' s method failed to express the placenta. 
The patient became acutely shocked. 
She did not respond to blood, wannth and morphine. 
As there ·was a continuous trickle of blood., the place
nta was 
removed manually. 
Nine days later she passed into a coma and died. 
Post mortem revealed massive necrosis of the 
anterior lobe of the Pituitary. 
SJ. -
NAME: PETERSEN, Angelina. 
AGE: 29 years. 
RACE: Cape Coloured. 
PARA: 3. 
L.M.P.: 1/2/1946. Therefore at tenn. 
HOSPITAL: Sanerset. 
Allvl:ITTED: 12.11.1946 at 12.45 p.m. 
ANTE.NAT.AL CASE. 
Previous history: 
General: She has never been seriously ill. 
Obstetrical: Her first pregnancy was in 1943. She was 
delivered at home by forceps af'ter a 3 day labow: 
The baby was still-born (weight unknown). 
In 1944 she gave birth - again with instrumental 
aid at home to a live 8 lb.(?) baby. 
Both puerperia were nonnal. 
Present: Ante-natally the patient was seen on 2 ocoassions. 
4.11.1946: Urine:No alb. : B/P. 125/80 : Fundus 2 fmgers below ensifonn : 
No sugar 
R.O.A. ~ Head mobile F.H.H. 
12.11.1946: Urine: No alb.: B/P. 130/85 : :Fundus 2 fingers below ensifonn 
R.O.A. Head mobile but well flexed. 
The head could easily be pushed into the brim. 
The patient was admitted directly from the antenatal department 
as she was in labour. 
- 2 -
She states that labour started at 10 a.m. (12.11.1946) 
The pains were poor and infrequent. 
2.40 p.m.: The membranes ruptured spontaneously. 
were still poor and infrequent. 
The pains 
On Examination: 









Pulse : 80/min. 
Temperature: 98.2°F. 
Respirations: 18/min. 
R.O.A. Head fixed. Foetal heart 130/min. 
2 fl. oz. Castor Oil given. 
Enema. 
The pains improved and were now strong and regular. 
Spontaneous delivery of a 6 lbs. 15 oz. female baby. 
She had a brisk vaginal bleed. 
Crede 1 s method of expressing the placenta was tried -
but failed. The bleeding ceased. 
Patient now suddenly collapsed. The uterus was 
finn. There was no vagmal loss of blood. 
Blood pressure: 50/35. 
Foot of bed raised. 
Hot water bottles next to patient. 
Morphine gr. -;l- given. Intravenous drip saline 
started in preparation for blood transf'usion. 
Compatible blood transfusion started. 
In spite of wannth., morphine, blood transfusion, a 
contracting uterus and no vaginal bleeding the 
patient's condition deteriorated. The blood 














Her condition improved slightly. 
The pulse was better. 
B/P. 55/? 
She started bleed:ing vaginally, not rapidly but a 
constant slow trickle. 
'.t'he trickle persisted. Pure ether anaesthesia 
given. The placenta was removed manually. 
The placenta crune away easily. No uter:ine or 
placental abnormality was noticed. 
Bleed:ing had now ceased. 
Lo~sing slightly. 
Ergometrine 1 c.c. given. 
Round from anaesthetic. 
Bleed:ing ceased. 
The patient was very restless. · 
Morph:ine 1/6 gr. given. 
3rd p:int of blood transfusion started. 
Pulse just perceptible. · 
Penicillin 30,000 units 3 hourly. 







5th pint of blood started. 





B./P. : 115/70. 
Sulfad.iazine tabs. 4 stat. 2 tabs. 4 hourly. 




112/min. Good volume. 
-4-
15.11.1946: Pasty appearance. She ~tates that she feels 
nauseous and weak. 
17.11.1946: Feels nauseous and weak. She is drowsy. 
Stop sulfadiazine : She has had 15G. Reduce 
Penicillin to 20,000 units hourly. 
White blood count: 12,500. 
Haemoglobin: 55-%. 
19.11.1946: Still nauseous weak and drowsy. 
Penicillin stopped. (Total 920,000 units). 
20.11.1946: Still feels weak and nauseous. 
Has no appetite. 
g'7, --
She had a bout of vomiting and diarrhoea during the 
evening. 
21.11.1946: Nauseous, weak and drowsy during the day. 
7.30 p.m.: She suddenly developed twitching of the hands and face. 
This passed off after a few minutes. 
She was extremely drowsy after this. 
There were occassional twitchings of the hands. 
9.30 p.m.: Twitching of the face and hands returned. 
On Examination: 
Local: 
The patient breathed heavily and seemed to be going 








Respirations : I C.N. S. Abdomen Urine No abnormality detected. 
Carpp-pedal spasm of hands. Toes turned inwards. 
Chvostek's sign negative. 
Trousseai's sign - positive. 
100 c.c. 1~ Ca. Gluconate given intravenously. 
She vanited undigested food after this injection. 
10.30 p.m.: Breathing easier. Slight twitching still present. 
450 c.c.s. &ft saline given. 
5 c.c.s. Adrocortin 1/17. 
Sf---- 5 -
Midnight: The patient was more alert. 
however was unchanged.. 
Her general condition 
22.11.1946: 
1 a.m.: 100 c.c. 10% Ca. gluconate repeated. 
2.a.m.: General condition deteriorating. 
She gradually passed into coma. 
Breathing~ -stertorously. 




cardiovascular., respiratory and. alimentary and genital 
systems were nonnal. 
Genito-urinary: 
The kidneys were extremely large, weighing 490 grams. The 
capsules stripped easily and. revealed smooth renal surfaces. 
Both kidneys were extremely pale, the cortex was grossly 
enlarged being well demarcated from the medulla. 
Brain: 
There was a blood clot on the tentorium cerebelli on the 
left and blood below the tentorium. The dura also contained 
blood. 
This haemorr~e was entirely extracerebral. 
fran venous sinuses) 
(? derived 
Throughout the brain there were numerous pin-point 
petechial haemorrages. The largest haemorrhages were pin 
head sized - in the corpus callosum ( Three seen. ) 
Histology: 
The anterior pituitary showed massive infarction. 
There were numerous petechial haemorrages in the 
brain. 




Gross necrosis of the anterior Pituitary. 
A. and B. show the only "live" areas. 
X 125 
Top right comer shows necrosed area 
Bottan left shows "live" area. Even 
there the cells are swollen, vacu-
olated and therefore damaged. 
~9, --
Fig. 3 X 175. 
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4 Temperature chart 
showing accelerated 
pulse rate for three 
days. Following this 
there were both nonnal 
temperature and pulse 
rates. 
Comme;11tary. 
H.L. Sheehan was the first to draw adequate attention 
to the association between postpartum collapse and varying degrees 
of anterior Pituitary necrosis. 
This patient went into severe shock after a brisk 
postpartum haemorrhage (the quantity of blood lost was not measured) 
and an attempt at Crede's method of expressing the placenta. Why 
she went into such a major degree of shock is not known. 
Crede's method of expression lends itself to shock 
if the operation is at all rough. This can therefore be ruled 
out. 
She recovered from her shock and loss of blood after 
the manual removal of the placenta. 
One feature remained constant throughout the 
puerperium viz. she felt nauseous and weak. 
The last few days she vomited, had diarrhoea and 
carpo-pedal spasms. The latter may be due to the vomiting yet 
the latter was not excessive. 
(cushing's hypophysectomised dogs often had fits and 
carpo-pedal spasms tenninally.) 
The point illustrated by this patient is that ·onoe a 
postpartum haemorrhage has been apparently satisfactorily: treated 
irreparable damage might have been done. This damage might kill 
the patient soon or maim her health (and fertility) for life. 
The mechanism of the pituitary necrosis is ill under- ,. 
stood. It is thought to be due to a rapid reduction of blood in 
the pituitary sinuses. Stasis leads to thranbosis. The blood 
supply being cut off necrosis follows. 
For massive pituitary damage the only line of 
treatment is prevention. 
When the patient recovers and is left with only a 
portion of her pituitary functioning the important feature is to 
try to get her pregnant as pregnancy is the only known way of 




1. Incomplete Placenta Praevia. 
2. Pulmonary Tuberculosis. 
Summary. 
A 36 week pregnant 25 year old second para with 
known bilateral pulmonary tuberculosis had a slight painless 
vaginal haemorrhage. 
Five days later a vaginal examination revealed an 
incomplete placenta praevia. 
A week after admission she went into labour and 
bled. The membranes were ruptured - and the bleeding 
ceased. 
She was given continuous oxygen throughout labour 
prophylactically. At no time was she distressed. 







NAME: JOSEPHS, Blanche. 








15.3.47, at 10.45 p.m • 
10.7.46. Therefore Zi6 weeks pregnant. 
EMERGENCY AWISSION. 
Prior to this pregnancy she has been well. 
She gave birth to a nonnal baby nonnally in 
October 1944. 
The puerperitnn was uneventful. 
The patient states that she has never been really well 
throughout this pregnancy. 
During October and November 1946 she lost weight 
al though pregnant, had night sweats and bouts of 
coughing. 
Her Doctor had her X-Rayed. 
She was told she had pulmonary tuberculosis and 
was admitted to the City Hospital. 
(Whilst in hospital her blood pressure was taken, 
and her urine examined, at weekly intervals. 
These findings were always normal. ) 
Whilst at the City Hospital she has put on weight 
and has felt much better although weak. 
She was obstetrically speaking fit until 9 p.m. 15.3.47. Whilst 
in bed she felt a warm trickle between her legs, She looked and saw 
bright red blood in the bed. She does not think she lost more than 
about a teacupful of blood. 













~1~ m colourmg. 
Abdanen: The fundus was three fingers below the ensifonn. 
Foetal parts were easily felt. 
L.O.A. 
Head mobile and could just be pushed mto the 
brim. 
The foetal heart rate was 135/min. 
She was not in labour. 
Cardiovascular: No abnonnali ty was detected. 
Blood Pressure : 120/75. 
Respiratory system: X-Ray revealed bilateral apical tubercular 
lll.filtrative lesions with cavitation. 
Urme: No albumen or sugar. 
Treatment : 1/6 gr. Morphine. 
Hourly pulse rate. 
The patient had a good nigh-t:s rest. 
20.3.47: A speculum was mserted. 
No vaginal or cervical pathology was seen. 
Vaginal examination revealed a 1 fmger os with the 
placenta felt lymg just within the os postero-
laterally towards the left side. 
This examination was accompanied by very slight vagmal 
bleeding. 
The examination was done in a theatre f'ully prepared for any 
immediate emergency. 
The reason for waiting five days under constant supervision 
before doing a vaginal examination was to give any opened smus a 
good chance to have clotted finnly and therefore minimise the, chances 
of havmg a reCUITence of the haemorrhage. 
-
- 3 -
23.3.47: The patient went into labour spontaneously at about 
6 a.m. 






As it was known that the os admitted at least 1 finger 
before labour and that the placenta was not over the os a 
vaginal examination was made - with all precautionary 
measures at the ready. 
The os was found to be 2! fingers dilated. 
The placenta was posteriorly to the left. 
The vertex was presenting. 
The membranes were ruptured mechanically and the head 
descended on to the cervix. Bleeding ceased. 
The patient remained in good labour. 
She was given 50 c.c.s. of 5~ glucose intravenously 
and oxygen continuously. 
Her condition remained good. 
She delivered herself of a live 5 lbs. 7 oz. male 
baby relatively easily i.e. there was no delay in the 
second stage at all. 
The placi~lia ana5: membranes_were expelled spontaneously. 
There was no 9:P8ss of blood. 
I . 
The rent in the membranes was on the placental surface. 
10 mgrn. Stilboestrol. 
To be repeated at 9 p.m. 
The breasts were strapped tightly. 
5 mgm. Stilboestrol 6 hourly for 3 days. 
of Mag. Sulp. b.d. for 3 days. 
Teaspoonful 
The patient had no breast troubles. No milk was 
secreted. She was transferred back to the City Hospital. 
The baby was fed artificially and was sent to a suitable 
institution when 1 month old. 
9 7. -
Commentary. 
1. Placenta Praevia. 
The diagnosis in this case presented no difficulties 
The head could be pushed into the brim. 
pointed against a central placenta praevia. 
This fact 
She stopped bleeding vaginally before a&nission. 
Five days under constant supervision elapsed before 
vaginal examination was resorted to, the reason being - not to 
incite further haemorrhage by disturbing a fresh clot. 
A speculum was first inserted to exclude vaginal 
or cervical pathology. 
The vaginal examination revealed the placenta 
praevia - incomplete variety. 
slight bleed. 
bleeding. 
Once the patient came into labour, she had another 
The membranes were ruptured and she had no further 
2. Tuberculosis. 
She was given oxygen, throughout labour. At no 
time did she show signs of exhaustion, labour therefore was 
allowed to progress nonnally - which it did satisfactorily. 
The baby was taken away from the mother - and bottle-
fed. 
Lactation was prevented and the patient returned 
to the tubercular section of the Fever hospital. 
C A S E 16., 
Accidental Haemorrhage. 
Sumnary: 
A 33 year old 34 week pregnant 14th para was 
admitted with a history of a sudden onset of both abdominal 
pam and vaginal bleeding. On Examination a tense tender 
abdanen, in which it was difficult to distinguish foetal parts, 
was found. The head was fixed in the pelvis. . The blood 
pressure was 110/75. The urine was loaded with albumen. 
A live 5 lbs. 11 oz. male baby was delivered 
followed by membranes, placenta and a large retroplaoental 
clot. 




NAME: EVER'.mS, Susan. 
AGE: 33 years. 
RA.CE: Cape Coloured. 
PARA: 14 
HOSPITAL: Somerset. 
L.M.P. ? 15.10.45. The,refore :!: 34 weeks 
pregnant • 
.ADMITTED: 6. 6.46 at 12.30 p.m. 
EMERGENGY. 
General: She has never been really ill. 
'lf --
Obstetrioa.1: She has been pregnant thirteen times 
previously. 
Present: 
Eleven pregnancies progressed to tenn with-
out incident. 
The first and eleventh pregnancies terminated 
as 2 month abortions. 
Her labours and puerperia were without 
incident. 
Only four children are still alive. The 
other seven died at ages varying from lf to 2 
years from "enteritis", "meningitis'! and 
"pneumonia". 
The patient states that she was quite fit 
until 7 a.m. :this morning ( 6. 6. 46) , when she 
experienced a sudden sharp stabbing hypogastric pain. 
The pa.in was severe and gradually passed off. 
At about 7.30 a.m. she had a profuse, brisk 
vaginal haemoIThage. 
colour. 




A Doctor was sent for and when he heard her story 
arranged for her admission. 
She has not suf'fered from headaches, swelling of the 
feet or spots before the eyes. 




The patient is, pale, cold and sweating 
slightly. 
0 
Temperature : 96.8 F. 
Pulse : 112/min. 
Respirations : 24/min. 
No oedema. 
No abnormality was detected on inspection. 
The fund.us was l finger below the 
Xiphisternum. 
The uterus was tense and tender. 
parts were difficult to palpate. 
Foetal' 
Contractions occUITed at regular intervals • 
She is in labour. 
The head was in the pelvis and fixed. 
Foetal heart : 140/min. 




Blood pressure: 110/75. 
No abnormality was detected. 
Solid albumen. 
As the head was well in the pelvis cent~ 
placenta praevia could be ruled out. 
10/, -
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The height of the fundus, tenseness and tend.emess of 
the uterus, difficulty in feeling the foetal parts and. 
albuninuria favoured the diagnosis of accidental haemorrhage. 
Two pints of blood transfused.. ! gr. Morphine given. 
Vaginal Examination: 
There was slight vaginal bleeding. 
Theos was 3 fingers dilated well effaced and well 
applied to the vertex. 
2 p.m.: 
The membranes were intact. 
She is getting 40 - 60 second strong contractions at 
5 - 10 minute intervals. 
3. 25 p.m.: The membranes ruptured spontaneously and the live 





The placenta and membranes were expelled spontaneously, 
about 2 minutes following the delivery. 
There was a huge clot adherent to the placenta. 
The expulsion of the placenta and membranes was 
followed by the expulsion of many large clots. 
The rupture in the membranes was practically directly 
opposite the placenta - thus ruling out placenta 
praevia. 
The uterus contracted down well. 
Her general cond.i tion was much improved. 
Pulse 86/min. 
Blood Pressure : 130/90. 
The patient's condition remained good. Her 
blood pressure remained practically a constant 
120/75. 
A catheter specimen revealed no albumen. 
Involution was nonna1. 
Blood Pressure 115/75. 
Urine : No albumen. 
Haemoglobin : 85%. 
She was discharged from hospital. 
Canmentary. 
The diagnosis of accidental haemorrhage was made 
because of the sudden onset of abdominal pain and. vaginal 
bleeding, tenseness and tenderness of the uterus (fortunately 
contracting), albumen in the urine and a blood pressure of 
110/75 although she was shocked. 
~ shock was treated (warmth, blood and 
morphine). 
Labour progressed normally, and she was fortunate 
to deliver herself of a live baby. 
It is very unusual for accidental haemorrhage to 









A 39 week pregnant 26 year old 3rd para was admitted 
in labour with a history of 
l. Eclampsia with her first baby in 1939. 
2. Albuminuria with the 2nd pregnancy in 1943. 
3. "Kidney trouble" in 1944. 
4. Albuminuria and high blood pressure with 
this pregnancy. 
Examination revealed oede::ma, granular and hyaline 
casts in the urine, and silver wiring of the fundal arteries. 
She gave birth to a live 6 lbs.17-i oz. female baby 
spontaneously. 
Following the delivery the oedema disappeared, the 
albumen in the urine diminished; but - al though early - there 













CORNELIUS, Caroline. · 
26 years. 
Coloured. 
Caledon (80 miles frcm Cape Town) 
3 
Somerset. 
3.9.45 at 12.30 p.m • 




The patient states that she was hospitalised in 
November 1944 for 1 month. She had swelling 
of the face, hands, and feet. The Doctor told 
her she had "ld.dney trouble". 
She has not suffered fran a further attack since. 
She has not had rheumatic or scarlet fever, or 
sore throats. 
Obstetrical: 
1. Her first baby was born in 1939. When about seven 
months pregnant her feet became swollen. As 
pregnancy progressed the swelling increased. It 
involved her hands and face. She does not remember 
having headaches or visual disturbances. 
She visited a Doctor regularly and was put onto a 
salt free and meat, fish and egg free diet. 
-
The pregnancy progressed to tenn. 
She went into labour spontaneously. She had two 
fits before delivery. Her baby was born dead. The 
delivery was easy. She had no further fits and 
was discharged from hospital on the 10th day. 
The oedema subsided rapidly after the delivery. 
/os: -
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2. Her second pregnancy was in 1943 • . Th.is 
pregnancy was apparently normal in every 
respect. She had no head.aches or oedema 
and felt remarkably fit. 
Five days before delivery however she was put 
to bed and she was told she bad albumen in her urine. 
The delivery was nonnal in every aspect. 




Her last menstrual period was on 3.9.45 ( i.e. she 
is about 39 to 40 weeks pregnant.) 
She felt quite well throughout pregnancy. She had 
no headaches, visual disturbances or oedema. 
She has been attending her Doctor regularly at 
weakly intervals for the pa.st two months. 
The Doctor examined her urine regularly. 
On 31.5.45 he told her that she now had albumen 
in her urine and a raised blood pressure. 
He arranged a bed for her in hospital. 
She has had a few abdominal cramps on her journey 
in from Caledon ( 80 miles). 
General: She appears to enjoy good health. 
She is both fat and slightly puffy. 
Oedema is present on tµe lower f of the 
anterior abdaninal waJ.l and arm.md the 
ankles. 
Abdomen: The fl.llldus was 4 fingers below the ensifonn. 
The uterus is contracting (painf'ully) at 
irregular intervaJ.s. 
L.O.A. 
Head fixed and right in the pelvis. 
Foetal heart 140/min. 
/C,~ , -
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Respiratory system: No abnonnality was encountered. 
The apex beat was out to the left. Cardiovascular: 
The heart was enlarged, but well compensated. 
The sounds were closed. 
Blood Pressure : 160/120. 
Urine: Heavy cloud of albumen. 
(Catheter) 
Fundi: 
Microscopically: Few hyaline and many granular 
casts were seen. 
Silver wiring of the arteries. 
11.30 p.m.: The membranes ruptured spontaneously. 
4.6.46: 
Rectal examination revealed a 2 finger dilated, 
well applied, well effaced os. 
The patient fell asleep soon af'ter this. 
She slept well until 4 a.m. when labour pains camnenced,again. 
5 a.m.: She is in strong labour. 
Blood pressure 200/130. 
6.20 a.m.: Live 6 lb. 7 oz. female baby born spontaneously. 
The placenta was expelled naturally. 6.40 a.m.: 
5.6.46: 
18.6.46: 
Blood pressure : 170/120. 
Urine (Catheter) Esbach .04. 
Involution was nonnaJ.. Her blood pressure - taken daily 
varied between 180 - 200 
120 - 140 
• 
The albumen in the urine diminished gradually. There was 
still a trace of albumen present in a catheter specimen. 
Microscopically a few granular casts were present. 
The :f'undi were unchanged. 
She and her baby were discharged to her Doctor's care as 
pressure for beds could not allow her further sojourn in 
hospital. 
Commentary. 
This case presents a few interesting problems, viz.: 
1. Is this just a pre-eclamptic toxaemia? 
2. Is she a pre-eclamptic toxaemia superimposed on 
an essential hypertension? 
3. Is the eclampsia of her first pregna.~cy responsible 
for either of these conditions i.e. 
(a) pennenant renal damage? 
(b) pennenant cardiovascular changes? 
The interesting feature about her eclampsia is that she 
was a y01mg primipara (20) when she had her symptoms of pre-
eclamptic toxaemia ( oedema and diet) followed by intra-pa.rtum 
eclampsia. 
Pre-eclamptic toxaemia is most connnonly found in young 
primipara. 
She then had a long period of rest before falling pregnant 
again ( 4 years) • 
With the next pregnancy there were signs of pre-eclamptic 
toxaemia again. (She cannot state whether her blood-pressure 
was raised but knows she was put to bed for albuminuria. ) 
The other interesting feature in her history is that she 
had "ld.dney trouble" for which she was hospitalised for one 
month in 1944. 
That she was pre-eclamptic during her 1945 pregnancy 
are the following facts:-
10 , . 
1. Disappearance of oedema following delivery. 
2. Marked diminution of albmnen in the urine 
during the puerperium. 
The points in favour of this patient suffering from 
pre-eclamptic toxaemia superimposed on renal changes are:-
(a) She gives a definite history of being hospitalised 
for renal pathology. 
(b) The urine showed evide:q.ce of renal damageviz. 
hyaline and granular casts. 
In favour of essential hypertension being the basic 
condition are:-
( a) Enlargement of the heart. 
(b) The silver wiring of the fundal arteries. 
I Ob, 
----
However, more definite conclusions could have been.derived 
at had this patient been seen at regular intervals when the 
following information could have been obtained. 
1. Blood pressure readings before and about 
three months after her pregnancies. 
2. Urinary examinations after each pregnancy. 
3. Blood pressure readings and urinary examinations 
3 - 6 - 12 months following the last delivery. 
C AS E 18. 
Eclampsia. 
Summary. 
A 35 week pregnant 20 year old primipara was 
admitted to hospital having had two fits outside and 
promptly had one just aft~r admission. 
She had hypertension, albuminuria, and 
oedema. 
Wannth, g_uiet, Morphine, intramuscular 
magnesium sulphate, rupture of the membranes, glucose 
and careful nursing resulted in a spontaneous delivery 
seven days after admission. 
Her puerperium was uneventful. 
/0'1. -
NAME: ESAU, Caroline. 
AGE: 20 years. 
RACE: Cape Coloured. 
PARA: 1 
L.M.P.: 17.8.1946. Therefore 35 week 
pregnant . 
ADMITTED: 9.30 a.m. 15.4.1947. 
HOSPITAL: Somerset , Cape To'Wtl. 
ANTENATAL CASE. 
Previous history: She has never suffered from any serious 
illness or fits. 
Present condition: The patient visited the antenatal 
department on one occasion only -
six days before admission. 
/10. -
9.4.1947: 139 lbs. : B/P. : 120/75: L.O.A., Head mobile, F.H.H. 
No oedema. 
No albumen or sugar in the urine. 
To return in a weeks time. 
The next time the patient ,vas seen was when she was 
brought in by ambulance, unconscious. 
Her mother states that the patient, without warning, had 
a fit at about 6.30 a.m. (15.4.1947). She regained conscious-
ness, partially, A doctor was called and arranged for her to 
be sent into hospital. 
She had another fit in the ambulance en route to hospital. 
She was admitted to a dark, wann, quiet room. 
On Examination: 
General: The patient was unconscious and restless. 
She was breathing stertorously. 
9.40 a.m.: She had a typical eclamptic fit, lasting 
two minutes. 
-! gr. Morphine was given as soon as regular 
breathing was established. 




Local: Abdanen: Fundus three fingers above the umbilicus. 
L. O.A:. 
Head mobile. 
Blood Pressure: 170/140. 
10 a.m.: 50 c.cs. 5~ glucose given intravenously. 
12 a.m.: 
50 c.os. 15% Mag. Sulph. given intravenously. 
The patient was drowsy up to now. 
· There were no signs of restlessness .up till now. 
She started rolling her eyes and throwing her 
head fran side to side. 
Light chlorofonn anaesthesia administered. 
Whilst under the anaesthetic the following were 
done:-
1.. Catheterised. 4 ozs. of urine were withdrawn. 
It was albumen solid. 
2. The membranes were ruptured artificially. 
3. 10 c.cs. of Calcium Gluconate given 
intravenously. 
4. 100,000 lmits of Penicillin were given 
intramuscularly. 
5. When she showed signs of regaining 
consciousness Morphine ! gr. was given. 
2 p.m.: 40 o.cs. of 15% Mag. Sulph. given intra-
muscularly. The patient was drowsy. 
16.4.1947: 
1 p.m.: There were minor signs of restlessness. 
7! gr~ Luminal sodium given intramuscularly. 
9 a.m.: Blood pressure 130/95. 
Urine: 8 oz. :Albumen solid. 
She took 2 fl. oz. glucose water. 
//~ --
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She still is very drowsy. 
The patient had a good restful day and passed 20 oz. of urine 
throughout the day. 
17.4.1947: 
9 a.m.: Blood pressure 150/110. 
Urine - + + + al.btmlen. 
She had a good day. Total amount of urine voided = 20 oz. 
She is taking fluids. Egg flip given. 
18.4.1947: 
9 a.m.: Blood pressure 170/115. 
Urine - + + + albtmlen. 
16 ozs. voided. 
The patient became semiconscious. -!- gr. Morphine was 
given at noon. 40 o. cs. 15% Mag. Sulph. 1/m at 4 p.m. 
19.4.1947: Blood pressure 145/100. 
Urine - .Albtmlen + + +. 
The patient was much better. She had a bowel action. 
Quantity of urine was not measured. 




Blood pressure : 140/100; 
Urine : .Albumen + + +. 
Her general. condition showed marked improvement. 
The oedema was subsiding. 
21.4.1947: Blood pressure : 135/100. 
Urine .Albtmlen + +. 
Labour started at 11 p.m. 
22.4.1947: 
3 a.m.: 
- - 4 -
3 lb. ~ oz. live female baby delivered. 
(Baby died 20 hours after delivery) 
The third. stage lasted 35 minutes and was uneventful. 







Blood pressure: 145/115. 
Blood pressure: 130/90. 
Very slight oedema present. 
54 oz. of urine voided. .Albumen + +. 
Blood pressure: 130/90. 
PJ.bumen: + +. 
Blood pressure: 150/90. 
Albumen: +. 
Blood pressure: 135/95. 
Albumen: +. 
Blood pressure: 135/95. 
Albumen:+. 
Blood pressure: 135/80. 
Albumen: Negative. 
J/3. -
The blood pressure remained constant 130 - 135/80 · until her 
discharge on 8.5.1947. 
She has failed to report to the post-natal clinic. 
1/,4. . -
Commentary. 
Six days before admission this patient was seen i
n 
the antenatal department. She was then found to h
ave p .. nonnal 
blood pressure and no albumen in her urine. 
She was then told to return to the hospital in a 
weeks time. 
She was admitted, within the week having had two 
fits, oedema, hypertension and albuminuria. 
This point illustrates the fact that although goo
d 
antenatal supervision does markedly influence the
 incidence of 
eclampsia it cannot obviate it altogether. Eclamps
ia may come 
on rapidly and without warning. 
is attacked. 
The young primipara especially 
The treatment of her condition was based on the 
dictum "wannth, peace and quiet, and rupture of t
he membranes". 
She was given Morphine, Magnesium sulphate, and 
· glucose intravenously, whilst in the cana of he
r first fit . 
re 
(10 minutes after admission) - once respirations 
were/establish-
ed. 
Two hours afterwards she showed signs of an im-
/ 
pending fit, viz. restlessness, and rolling the 
eyes and head 
around. Light chlorofonn anaesthesia was adm
inistered. 
Whilst under the anaesthetic she was catheterised
, the membranes 




Penicillin - as eclamptic patients are prone to 
Calcium gluconate - as some think that the fits 
are due to calcium deficiency. Morphine - when she showed 
signs of caning out of the anaesthetic. 
/IS:. --
As this patient showed minor signs of restlessness 
16 hours after admission 7f grs. Luminal was given intramuscularly. 
She then slept soundly. 
Her urinary excretion remained satisfactory. 
She was given eggflips and glucose water through-
out. 
She was kept quiet, wann and sedated and came into 
labour six days after admission - giving birth to her baby 
spontaneously and without anaesthesia on the 7th day. 
Immediately after delivery she was given 5 gr. 
Luminal intrwnuscularly as a prophylactic against a possible 
fit. 
The baby died soon after birth. This was not 
unexpected as the baby was vecy premature 3t lbs. ) and born of 
an eclamptic mother. 
The patient made an uninterrupted recovery and 
was discharged from hospital eight days after delivery (as 
she was apparently nonnal - and, as usual, the hospital was 
hard pressed for beds). 
C A SE 19. 
Puerperal Sepsis. 
Summary. 
A 23 year old primipara at term was admitted having 
been in labour for 36 hours. 
She had three shivering attacks before admission. 
Examination revealed her to be grossly septic. Theos 
was fully dilated and the foetal position occipito-posterior. 
The position was corrected and forceps applied. 
The shoulders impacted. Both arms were brought down. 
She was transferred to the infectious hospital as soon 
as she was fit enough to be moved. (The latter hospital is 
about i mile away.) 
NAME: LEANER, Mar.Y"· 
AGE: 23 years. 
PARA: 1 
RACE: Cape Coloured. 
L.M .P. : 10.10. 1944. Therefore at term. 
HOSPITAL: Somerset . 
.ADMITTED: 6 a.m. 14.7. 1945 • 
Histo;r;y: 
The patient states that labour commenced at 
5.30 p.m. on 12/7/45. 
A Doctor was called at 10 a.m. 13/7/45. He 
did a vaginal examination. 
//7_ 
Labour progressed until 4 a.m. on 14/7/45 without 
much intennission in pain. She then had a severe shivering 
attack which was diagnosed as a fit. This 'fit ' was soon 
followed. by two similar attacks. ( The J?octor then arranged 




Confused and restless. 
Temperature: 96.4°F. 
Pulse: 150/min. 
Respirations: 56/ min. 
Markedly distended bladder. 
R. O.P. 
Head fixed. There was still about 
1 inch of head above the symphysis pubis on the left side. 
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The foetal heart was not heard. 
The uterus was contracting feebly at 
regular intervals. 
A diagnosis of Persistent Occipito-posterior 
with a severe degree of sepsis was made. 
Treatment: 
A general anaesthetic was administered. (G.O.E. ) 
The bladder was emptied. 30 oz. of urine were 
withdrawn. • 
There was a trace of' Albumen·,., in urine. 
The vaginal mucous membrane was black and sloughed 
when pressure was applied to it. 
There was a marked caput and the diagnosis of the 
~ ·~· . 
Posterior position was confinned. 
The position was corrected and forceps applied. 
The delivery of the head. was relatively easy. 
There was a slight perineal tear. Followihg the delivery of the 
head there was a gush of evil snelling gas and fluid. 
Out of habit the cord was felt for around the neck. 
It was found to be tightly wound round the neck. 
The portion towards the placenta was taut. The cord was severed. 
The delivery of the shoulders now presented 
and f und.al press_ure 
difficulty. Traction on the head/failed to budge the anterior 
shoulder. The posterior ann was delivered manually. 
Traction again failed to deliver the anterior 
shoulder. The foetus was hence rotated so that the anterior 
l/'1_ 
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shoulder CaJne to lie posteriorly. It was then delivered manually. 
bluish. 
The still-born baby's abdcmen was distended and 
Weight of baby 8lbs. 1~zs. 
The Mother was giv~n 50 c.cs. 5(% glucose 
intravenously followed by a Glucose and saline infusion. 
After 1iJ: hours there still was no evidence of 
As there now was a trickle of blood 
placental separation. / the placenta was then removed manually. 
During all these manipulations Dettol cream was used 
very liberally. 
Penicillin was started immediately. 
Two pints plasma followed by two pints of whole 





The patient is still confused. 
Temperature: Subnormal. 
Pulse: 120/min. 
Lochia profuse and foul. 
Penicillin continued. 
2 tabs. 4 hourly. 
Sulfa.d.iazine 4 tabs. stat. 





Since the manipulation she has not been able to 
She has hence been catheterised 8 hourly. 
The patient is feeling well. Her temperature is 
now 101°F. Pulse: 90/min. 
Her tongue is clear. 
hungry. 
She has slept well and feels 
18/7/45: 
-4-
The lochia is still profuse and offensive. 
The patient eats and. sleeps well. 
She states that she feels very well indeed.. 
Temperature: 98. 4 °F. 
Pulse: 95/min~ 
She has passed urine on her own. 
l.:l..O. 
She has had two bowel actions w:i. th good sph:incteric 
control. 
19/7/45: Transferred to the City Fever Hospital. 
October,1945: It was learnt from the City Hospital that this 
patient was discharged in September. She ma.de 
a prolonged but steady recovery. 
r,- • • • • • • 
e=!A h 
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This patient was grossly septic and therefore was 
admitted to the isolation block - where she was treated. 
Her resistance, Penicillin, sulfa drugs, blood 
transfusion, and glucose and saline can be sunnised to have 
cured her of her infection. 
most important role. 
No doubt Penicillin played the 
done. 
Unfortunately blood and vaginal cultures were not 
These could have been of no more than academic interest 
as the full reports would not have returned until after the 
elapse of a few days. 
In addition to her severe infection she required 
many obstetrical manipulations. 
The foetal position was P.O.P. 




The next difficulty came with the birth of the 
Traction on the head and fundal pressure were 
The posterior ann was delivered. Traction on 
04-
this failed to bring the anterior should '-into r~ach. The 
l~J_ 
anterior ann was turned - folded over the chest - to the posterior 
postion and then "fetched". 
All was not yet over. The placenta did not separate. 
This in all probability was due to the secondariy uterine inertia. 
As there was a constant trickle of blood Crede's method was 
tried. but failed. It was removed manually. 
These manipulations in a clear case e not without 
risk of infection. The prognosis - already poor - was ruYi'{ 
thought to be extremely bad. 
Further proof of the hopelessness of her condition 
was drowsiness, fast pulse and a subnonnal temperature. These 
facts showed that the infection was severe and bad the upper hand. 
On the 2nd and 3rd postpartal days she started showing s1gµ:5 
of mastering the infection. 
ture rose. 
Her pulse rate improved and her tempera-
She now recovered rapidly and was actually hungry on the 
third day. 
.Although she was still draining lochia profusely on the 
fifth day, her general condition was good. 
She was transferred to the Fever hospital because of the 
shortage of maternity beds. 
It might be argued that giving Penicillin and 
Sulfadiazine without knowing which organism was being dealt with 
is unscientific. The line of treatment adopted gave the only 
favourable result however, viz. the patient her life. 
C A S E 20. 
1. Acute Hydramn~os. 
2. Maternal Secondary Syphilis. 
3. Retroperi toneal 'Gurnma! found in the foetus. 
Summary. 
A 20 year old 36 week pregnant syphilitic pr:i.mipara 
was admitted ,yj_th acute abdominal distension occurring 
over 14 days preceded by gradual distension over 3 
months. 
Acute hydramnios was diagnosed and 140+ f'l. oz. 
of liquor amnii drained. 
This was soon followed by the expulsion of a 
still-born baby weighing 6 lbs. l ir oz. 
A postmortem held on the baby(ma.croscopica11y and 
microscopically)showed a retroperitoneal area of .necrosis 












L.M.P.: Beginning of December 1946. Therefore 
36 weeks pregnant. 





She has never been seriously ill. 
The patient states that she was quite fit 
throughout her pregnancy until about the 
end of April. 
Ever since her abdamen increased in size 
rapidly. The increase in size has been 
marked during the past 14 days (i.e. since 
about the middle of June. ) 
For the past 3 days (since June 28th) she 
has suffered from epigastric and subcostal 




General: The patient was in a fair state of heal th. 
Respirations were shallow, and rapid. 
The patient was obv~ously vezy uncomfortable. 
Her mucous membranes were well c~d. 
There were no signs of oedema~ 
Abdomen: The abdomen was grossly distended. The 
fundus was at the ensiform cartilage. 
Foetal parts were ballottable but the lie 
could not be determined as the uterus was 
-
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distended with fluid. 
There was a well marked fluid thrill. 
The foetal heart was not heard. 
Vulva: There were numerous vulval condyloma.ta. 
Cardiovascular system: No abnonnality was detected. 
Pulse : 80/min. 
Temperature : 120/80. 
Respiratory system: No abnormality was detected. 




Membranes were bulging. _ 
The right hand was inserted into the vagina 
and the membranes were ruptured with a 
volsellum • 
.Amniotic fluid gushed out and an attempt was 
ma.de to control the flow with the fist of the 
right hand. 
140 fl. ozs. of cl.ear straw coloured fluid was 
collected. 
No cord or limbs prolapsed. 
by it's vertex. 
The foetus prese~ted 
Foetal heart could not be heard. 
12.30 a.m. (i.e.~ hours af'ter admission). 
She delivered herself of a 6 lb. 1 oz. still-
born foetus without any trouble. There was 
no evidence of maceration. 
The third stage was nonnal (20 minutes). The 
placenta showed no naked-eye pathology. 
• 3 c.c. 
2 c.c • 
N.A.B. intravenously. 
Biso:xyl intramuscularly. 
• 3 c.c. N.A.B. intravenously. 





W.R. + +. 
Kahn + +. 
Berger++. 
The patient made an uninterrupted recovery and 
was sent home, given instructions to attend a 
V.D. clinic. 
Seen at postnatal clinic. 
disappeared. 
Condylomata have all 
Blood pressure, urine and pelvic organs were 
normal. 
She is attending a V.D. clinic. 
A post-mortem was done on the foetus at 10 a. rn. 2.7.4
7. 
The main findings were as follows: -
1. The lungs, liver and spleen were normal macrosco
pically. 
The bile ducts were normal. 
2. The stomach was normal. 
There was a retroperitoneal fibre necrotic mass 
(macroscopically like a gurrma.) which surrounded the 
2nd and 3rd part of the duodenum and the proximal inc
h 
of jejunum. (See fig. l ). 
A probe could pass through the gut stenosed by this 
mass. 
The Pancreas and pancreatic ducts were normal. 
3. Histologically this mass had the appearance of a 
gumma. There was an area of necrosis, surrounded 
by fibrosis. (figs. i 3 
Plasma cells were abundant. k ( A cl 
4. The liver did not appear to be normal. There wa
s 
no pericellular fibrosis as is found in a congenital 
syphilitic liver. 





( c) Fibro necrotic mass surrounding: -
(d) Duodenum 
( e) Jejunum. 
/~7. 
Fig. 2 (X 10) 
Fig. 3 
Note the necrotic and fibrous areas with 
round-cell infiltration. 
1;.F. -
Fig. 4 (x 750) 
Fibre-Necrotic area with 
(a) Plasma cells. 
Fig. 5 (X 150) 
Affected intestinal wall. 
U. 9-
Leve.di.ti stain ef the "gmmatous" area 
shew:ing nunerous api.Nobaetes. 
(In aections ef the liver very tevr 
spirochaetes were tcnmd.) 
/,l 9 n.. 
0 
Camnentary. 
The points of interest in this case are:-
1. Acute hydramnios - apparently superimposed on chron~c 
hydramnios - during the latter weeks of pregnancy. 
2. Stenosis of the duodenum and jejunum due to an 
inflammatory mass. 
This stenosis in aJ.l probability caused the 
hydranmios - as in infants with congenitaJ. stenosis 
of the small gut hydramnios is found to be a canmon 
canplication. This case is therefore of great 
interest because the stenosis of the small gut was 
a result of a pathologicaJ. change. 
3. The macroscopicaJ. and microscopical appearance of the 
retroperitoneaJ. lesion was gumma.tous. 
In congenital syphilis diffuse fibrosis is the 
usual reaction found. It is rare to find gtnnmata. 
These are then mostly miliary and situated especially 
in the liver. Isolated gtnnmata have been described, 
but these are rare and usually localised to the sldn 
or mucous membranes. 
4. The maternal lesions were those of a secondary syphilis. 
The lesion of her infant was a tertiary one. 
either 
This shows/ that the infant's reaction to the 
syphilis must have been more rapid than it's mothers, 
and that the :immunity it built up was done very rapidly, 
'~-
or that syphil.is may act in an inexplicable way at any time. 
,. 
Congenital syphilitic lesions of the gut are rare 
(D'Aunoy and Pearson (1939) - Archives of Pathology 
Vol. 27. Page 239.) 
/ .31. -
The upper part of the small bowel is usually ai'fected. 
In this lesion the gut seems to be ai'fected primarily 
(figs. 1, 2 and 5). 
The lesion can be stated to be a d.if:f'use sclerosing 
one, as the stenosis extended over a distance of about three 
inches. 
It is stated th.at perforations are not uncommonly 
found in congenital syphilitic lesions of the gut. This 
fact might explain the large retroperitoneal fibre-necrotic 
area. 
I J~_ 
C A S E 21. 
Reversible constriction ring. 
SUmmary. 
The patient, ·a 47 year old 13th para was a&nitted, 
at tenn, having been in labour for 34 hours - membranes . ruptured 
for 33t hours. 
On abdominal examination a ringlike depression was 
felt about two inches above the symphysis pubis. 
Vaginal examination revealed a fully dilated os 
and a constriction ring around the baby's neck. 
Morphine and adrenalin were administered. 
Normal spontaneous delivery of a 9 lbs.~ oz. 














28.5.1946 Therefore at tenn. 
Somerset. 
19.3.1947 at 1.45 p.m. 
133_ 
The patient states that she had "Elephantiasis" of the left 
leg for 18 years. 
The leg was amputated 2 years ago. 
Obstetrical: 
The patient states that her first baby was still-born 24 years 
ago. There were no apparent labour or puerperal canplicatims. 
The other 11 children were all born normally, labour in each 
case lasting between 4 and 8 hours. 
Six children are alive. The others died of either gastro-
enteritis or ltm.g diseases. 
The youngest child was born 4 years ago. 
Present condition ... : 
The patient attended an antenatal clinic (st.Monica's Home) 
where at one stage during pregnancy a transverse lie was 
corrected. There were no other canplications. 
She came into labour at 4 a.m. 18.3.1947. The pains were 
poor and irregular. They were unlike the pains of her 
previous confinement as they were "colicky" and seemed not 
to be getting stronger nor were they productive. 
13.4- _ 
- 2 -
'?he membranes ruptured about i hour after the onset of 
labour. 
The pains did not alter in character throughout the day. 
She was given an injection (Morphine -;l: gr.) at about 9 p.m. 
and had a good rest. 
The pains were at long irregular intervals during the night. 
Throughout the morning of 19.3.1947 the pains became more 
regular, would last a very short while but were not the 
true labour pains experienced with her previous pregnancies. 
As there was no advance in labour she was transferred to 
this hospital. 
On Examination: 
General: Condition good. Pulse 74/min. Temperature: 98. 2°F. 
Local: .Ahdanen: Fund.us 2 fingers below Xiphisternum • 
L.O.A. 
Head in pelvis but ~ fixed. 
A marked ringlike depression could be felt on 
ttie surface of the uterus about 2 inches above the symphysis. It was 
about i - 1 inch broad. 
Contractions were. very infrequent; about 1 ev-
ery -;l: to i hour, lasting 20 - 30 seconds. 
Foetal heart : 14e/min. 
C.V.S. No abnonnality was detected. 
B/P : 140/90. 




Clear. No albumen. 
The introitus was very large. 
The os was :f'ully dilated. 
I 3 ,·, 
- 3 - -
The head was mobile high up in the pelvis 
cavity. 
There was neither caput nor moulding. 
It was lying in the antero-posterior 
diameter. 
The whole hand was inserted into the vagina and the fingers 
slipped past the head. A constriction ring was felt keeping 
the shoulders back. The ring was arotm.d the baby's neck but 
was not tightly applied to it. 
The cord had not prolapsed through the ring. 
Morphine i gr. 
Adrenalin 5 mins. 1/1000 solution.' .intra-
muscularly. 
The patient had a good sleep. 
9 p.m.: 50 c.c.s. 50}b glucose given intravenously. 
11 p. m. : Pains came on again. 
20.3.1947: 
The pains now were regular and the contractions were good 
but lasted 30 - 45 seconds. 
The pains gradually became more frequent but still were of 
short duration. 
The maternal and foetal conditions remained good. 
3.55 a.m: A 9 lbs.9i oz. live male child delivered spontaneously 
without any difficulty. 
31.3.1947: 
The third stage lasted 35 minutes. 
expelled spontaneously. 
The placenta was 
The patient's puerperium. was uneventful. 
She and her baby were discharged to Sister .Annie's Hane 
for prolonged convalescence. 
I JC.. 
Commentary. 
The :important features in this case were:-
( a) PoGr type of labour. 
(b) Early rupture of the membranes. 
-
(c) Delay in the second stage not due to disproportion ' 
or a mal-presentation. 
( d) Ringlike depression felt about two inches above the 
symphysis pubis. 
(e) The inner aspect of this ring was felt 'as a 
constriction surrounding the neck of the foetus. 
(f) Loose fitting head in the pelvis. 
The diagnosis of an anomaly or uterine action 
constriction ring - was positive and explained the delay in 
labour. 
That the constriction could be felt abdominally -
and that the inner aspect of the constriction corresponded to 
that area, favoured the diagnosis of a spasm of a region of 
uterine muscle (as opposed to reversed polarity - see main 
commentary.) 
Because of this fact the patient ,vas treated 
conservatively with satisfactory results. 
There is no proof that morphine ana/or adrenalin 
caused relaxation of this spasm. Pains restarted 9 hours ai'ter 
these injections and at no time were they good strong labour pains 
i.e. the outcome might have ve~y well been the same without 
adrenalin or morphine. 
? 
C A S E 22. 
Constriction ring. 
Summary. 
A 30 year old fourth para, at tenn was admitted in a 
poor type of labour. 
12 hours of labour. 
The membranes ruptured spontaneously ai'ter 
She was treated as a bad type of primary uterine 
inertia. 
After 55 hours of' labour the os was fully dilated -
there was foetal distress. 
Forceps were applied but failed to deliver the head -
not because of cephalo-pelvic disproportion but because of a 
constriction ring. 
Amyl nitrite and deep chlorofonn anaesthesia had no 
effect on the ring. Caesarean sec~i~ perfonned - and the 
ring had to be cut before the st~~o~ bB:_by • could be ~livered. 
Acute dilatation of the stoma.ch followed. 
She weathered a stormy firstthree post operative 














: April 1945 : Therefore at tenn. 
3.2.46 at 7.45 p.m. 
Shipley, Somerset , Cape Town. 
19.11.45 Urine: No alb. : B/P: 125/70 . Vertex presenting • . 
27.11.45 Urine: No alb. B/P: 120/70 . R.O. A • Head high and mobile. . F. H.H. 
18.12.45 . Urine: No alb. : B/P: 120/80 . 3 F.D. . L.O.A. Head high and . . . mobile : F.H.H. 
8.1.46 Urine: No alb. : B/P: 110/70 . 2 F.D • L.O.A. Head high and . mobile : F.H.H. 
15. 1.46 . Urine: No alb. . B/P : no;ao : 2 F.D. : L. O.A • : Head high and . . mobile : F.H.H. 
22. 1.46 Urine: No alb. . B/P 115/80 1 F.D.: L.O.A • : Head mobile : . F.H.H. 
29. 1.46 . Urine: No alb. : B/P . 130;90 . l.F.D. . L.O.A • . Head mobile . • . . . F.H.H. 
Previous History 
General: The patient has always been well. 
Obstetrical: Her previous deliveries have all been difficult resulting 
not in hospital 
in instrumental delivery) Her babies were all above 
average weight - being ~ lbs. each. 
Her youngest baby was born in April 1944. 
All her children are alive . 
Present condidtion. 
The patient states that she was quite well throughout this pregnancy 




excepting for a dull pain in the left iliac fossa and. pain on micturition 
in November. The pain soon passed off and was not incapacitating. 
Throughout the night of 2.2.46 she bad slight irregular labour pains. 
The pains continued in this poor and irregular fashion - unlike the good 
pains of her previous pregnancies - until noon 3.2.46, when the membranes 
ruptured. i.e. 12 hours after onset of labour. 







Fund.us 1 finger below Ziphisteruum L.O.A. Head fixed 
but still much head above the brim. 
Foetal heart 140/rnin. 
Palpation gave the impression that the baby was well 
above average size. 
9. 30 p.m. Pains were now wearing off. 
palpable above the symphysis. 
The head has descended. but still 
The patient was getting tired. Nembutal gr. l! and. chloral hydrate 
gr.20 given. 
4.2.46. 
5 a.m. : The patient has had a good rest. 
Pains were now regular and strong. 
given intravenously. 
50 o.c. of 5~ glucose 
7. 30 a. m. : Pains were good. The head was no longer palpable above the 
brim. 
The ••••.•••••• 3/ 
1.40. 
- .3 -
The foetal heart varied between 100 and 140/min. and was irregular. 
Coramin ampoule given intramuscularly to the patient. 
given continuous oxygen through a nasal tube. 
She was also 
Forceps delivery was decided upon as per rectum the os was 
found to be fully dilated. 
The forceps were applied. 
Traction revealed an elastic resistence. 
The forceps were removed. 
The pelvis was roomy and easily allowed both the foetal head and 
the examining hand. 
SUrrounding the foetal neck was a tight constriction ring. 
Forceps were re-applied; a finger was kept in readiness on the 
constriction ring and amyl nitrite given to the patient. It ma.de no 
dif'ference to the ring and therefore no traction was applied. 
The patient was deeply anaesthetised with chlorofonn. It ma.de 
no impression on the ring. 
. 
.Al though the foetal heart was now no longer heard the patient 
was prepared for an immediate Caesarean section. 
Intravenous saline and glucose - continuous drip - started. 
OPERATION. 
Lower midl.ine abdominal incision made. 
The outer surface of the uterus had a nonnal appearance. 
A longitudinal incision was made into_ the uterus extending 
from just above the reflexion of the bladder upwards. 
The upper segment was slightly thinner than nonnal (: :1- inch 
thick). 
There was no thinning of the uterine wall between the upper 
segment and the constriction ring, 
. . . . . . . . . • . . 4/ 
-4-
ring, ie. there was no evidence of lower segment fonnation. 
The ring had to be cut in order t o deliver the baby's head. 
was felt to extend right round the uterus in ,a :; circular fashion. 
I .II.I_ -
The ring 
The uterus would not contract down well. There was a severe loss of 
blood: Pituitrin was injected into the wall of the uterus and Ergornetrine 
intravenously. 
The patient's condition deteriorated rapidly. 
A warm cloth was inserted into the uterus and a wann cloth wrapped 
around it. The uterus contracted down well and bleeding ceased. 
'The uterus was stitched after the swab in its interior was removed. 
The constriction ring was still present. 
The abdomen was closed by stitching consecutive layers. 




(1) Two pints of blood transfused. 
(2) Penicillin 30,000 units 3 hourly. 
(3) Morphine gr. -l:p. r . n. 
Pulse rate 140/min. Her abdomen is grossly distended. Acute 
dilatation of stomach diagnosed. 
Levine's tube passed and .:!:. 2 pints of greenish fluid withdrawn. 
The tube was left in si tu. 
Continuous suction apparatus connected to the Levine ' s tube. 
Adequate fluid balance kept up. 
Lost about 2 pints of fluid through the suction during 24 hours. 
Kept on Morphine gr.i four hourly provided the respiratory rate 
is above 16/min. 
Vitamin B. canplex. 
6.2.46 ••••••••••• 5/ 
- 5 -
6.2.46. No abdanina.l distension. Suction and morphine discontinued. 
l oz. glucose water by mouth hourly. Passed urine on her own. 
7.2.46. Feels canfortable. Has i:e,ssed flatus. Light fluid diet 
camnenced. 
8.2.46. Penicillin decreased to 10,000 units four hourly. Patient can-
fortable. Diet increased. 
11.2.46. The patient feels well. 
22.2.46. The wound has healed by first intention. The patient felt and look-
very well. 
month. 
She was transferred to a convalescent hane for one 
Temperature charts follow. 
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This patient attended the antenatal 1d.epartment 
No abnonnality was detected. 
She stated that her three previous labours were 
difficult and ended in instrumental delivery in each case. Her 
babies are alive. and were all large. The weights are unknown. 
Because of .the irregular infrequent contractions a 
/~. 
primary uterine inertia was diagnosed. 
viz. sedatives and intravenous glucose. 
She was treated accordingly 
Foetal distress in the second stage called for 
interference. 
The head fitted loosely in the pelvis. There was 
no cephalo-pelvic disproportion. Forceps were applied. Tractio
n 
produced no advance. · There was an elastic type of resistence. 
Further examination revealed a tight constriction 
ring around the baby' s neck. 
The possibility of constriction was unfortunately 
S ' I 
completely overlooked. 
hor. '"1 
Amyl nitrite ( 2 ampoules) followed by deep chloroform 
anaesthesia made no impression on the ring. 
The risks entailed in now setting about a Caesarean 
section were realised. 
It was thought to be the only way out for saving the 
mother's life, the foetal heart was no longer heard. 
Intravenous glucose and saline and. Penicillin were 
given and the operation was done. 
The ring had to be eut to deliver the baby. 
The outstanding feature was that the area under the 
loose uterine peritoneum was thick and the up:i;e r segment was 
relatively thin. 
A severe post-partum haemorrhage followed. The 
explanation of this phenomenon might be:-
1. The previous deep chlorofonn anaesthesia. 
2. The anomaly of uterine action viz. poor contraction 
and retraction. 
The puerperium was stonny. 
/,4S. -
The first complication was sepsis. 
took care of this process. 
Penicillin fortunately 
stomach. 
Secondly - and rapidly - was acute dilatation of the 
Aspiration of the gastric contents followed by 
continuous suction, intravenous replacement of the fluid lost, and 
Morphine at regular intervals soon cleared this complication. 
Once she was over the latter complication she made a 
. 
steady recovery as her temperature charts indicate. 
She has not visited the post natal clinic. 
Had the constriction ring been diagnosed in the first 
place and a Caesarean section done without the vaginal manipula~ions 
the baby in all probability would have been alive - and the mother's 
puerperiurn been a less stormy one. 
C A S E 23. 
Constriction Ring. 
Surranary. 
A 26 year old 4th para, who had attended the 
antenatal clinic regularly was admitted in labour. 
She was diagnosed and treated as a primary 
uterine inertia. 
Vaginal examination revealed the cause of the 
delay in labour - viz. a hard, broad, tight constriction 
ring around the baby's neck. 
Caesarean section resulted in a live baby and healthy 
mother. 
Two years later - af'ter regular antenatal super-













September, 1944, therefore at tenn. 
2.7.45 at 7.35 p.m. 
Maternity section, Sanerset - Cape Town. 
Previous history. 
General : The patient states that at no t:ime has she been 
seriously ill. 
Obstetrical : Her previous babies were all at tenn. Labours and 
puerperia were normal. The first two children died 
of intercurrent diseases, the first vrhen 8 months old 
and the second at the age of 3 years. 
Her last baby was born in June 1943. 
alive. 
This child is 
Present Pregnancy. 
Urine B/P 
Antenatal: 28.3.45: No alb. : acid: 115/75: L.S.A. : F.H.H. 
4.4.45: No alb. : acid: 120/80: L.S.A. : F.H.H. 
19.4.45: No alb. : acid : 110/65 : Fundus midway between 
umbilicus and Ziphisteruum. L.O.A. : F.H.H. 
15.5.45: Alb.nil: acid: 125/78 :Midway - L.O.A. : F.H.H. 
29.5.45: Alb.nil: acid: 120/75: 4 F.D.: L.O.A. Head 
high and mobile : F.H.H. 
18.6.45: Alb.nil: acid: 145/90: 3 F.D.: L.O.A.: Head 
high and mobile : F.H.H. 
2. 7. 45: Admitted at 7.30 p.m. 
The patient states that labour started on 30.6.46 at 3 p.m. 
The pains, however, were poor, irregular and infrequent until 2.7.45 
'When •••••••••••••• 2/ 
- 2 -
drinking 
when after/ a 2 oz. bottle of castor oil they became strong and regular. 
She therefore decided to come into hospital. She has had little sleep 
since 30.6.45. 
On Examination. 
General : The patient appeared to be tired. 
Pulse : 105/min. 
Temperature 98.4°F. 
Respirations: 20/min. 
B/P : 145/90. 
Urine : no albumen. 
Local : Abdomen : Ftm.dus 3 fingers below ensitorm. 
L.O.A. 
Head mobile. 
Foetal heart regular 140/min. 
Poor quality contractions lasting about 20 - 30 seconds coming on 
at intervals varying frcm 5 to 10 minutes. 
Nembutal lf gr. and chloral 30 gr. given at 10 p.m. 
The patient had a good night's rest. 
3.7.45 l Poor pa.ins. 
6.30 a.m. : Membr~es ruptured. 
8.15 a.m. 
The liquor was meconium stained. 
Thick meconium passed. Foetal heart was very irregular, 
ranging between 120 - 180/min. 
The head was fixed. 
Coramine l ampoule administered intramuscularly. 
Oxygen by nasal tube. 
The •••••••••••••••• 3/ 
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The Foetal heart soon steadied to 150/min. 
9 a.m.: 
7.30 p.m.: 
Vaginal examination. , Os 4i- fingers dilated. Cervix 
so:rt, but thick anteriorly and thin posteriorly, not 
applied to the head. Head not canpletely f'ixed. 




: 98.8 F. 
90/min. 




: Theos f'ully dilated. 
The head f'itted loosely in the pelvis. 
During a contraction the head remained 
stationary i.e. it did not cane dcmn. 
OPERATION. 
Around the neck of the baby was a broad 
constriction ring i.e. the ring was 
about lf inches in breadth. 
Immediate Caesarean section decided upon. 
Lower midline abdcminal incision made. 
There was.no demarcation between the upper and the 
lower segments of the uterus. 
A longitudinal incision was made into the uterus. 
The upper segment was :round to be about 1/6 inch 
whereas the lower segment was about ltr inches thick. 
The baby was delivered, as usual - bree~h f'irst. 
The head could not be delivered. The constriction ring, which 
was about 2 inches broad had t o be severed bef'ore the head was 
freed. The ring was immediately below the peritoneal ref'lexion -
uterus to bladder and extending about ltr inches upwards. 
The placenta was adherent and had to be removed manually. 
Two packets of I Steraps' were sprinkled into the 
uterine ca.vi ty. 
The ••••••••• 4/ 
- 4 -
The uterus contracted down well. 
stitched. 
~e cut surfaces were 
The abdomen was closed by suturing consecutive layers. 
The live female baby weighed 8 lbs. 1~ oz. 
Post-aperatively. 
The patient was given Penicillin 20,000 units 3 hourly. 
7.7.45 . . Penicillin stopped. 
The patient made an uninterrupted recovery and was discharged 
:from hospital with her baby on 15th July, 1945. 
i 101• 
! 109• 





Temperature charts portrayed below • 
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22. 7.1947: She was re-admitted at 1050 a.m. Her last 
menstrual period started on 26.9.1946. She 
therefore is at tenn. She had visited the 
antenatal department regularly and at no time 
was any ahnonnality detected. 
The baby's head remained high and mobile. 
The lie was R.O.A. 
She states that she has been experiencing suprapubic 
"colicky" pains since 20.7.1947. The pains are irregular and 
infrequent and unlike the pains of her previous normal labours -
but not unlike those experienced during her labour of 1945. 
The pains do not radiate. Just occassionally has 






Pulse rate 60Lmin. 
Temperature: 97°F. 
Respirations: 18/min. 
Blood pressure 120/75 
Urine No albumen. 
The contour of t he abdomen was normal. 
The fundus was 4 fingers below the 
ensifonn. 
R.O.A. 
Head in the pelvis. 
A tender depression was felt proximal 
to the head. 
Foetal heart rate : 140/minute. 
She had poor pains at infrequent irregular 
6.30 a .m.: 
4 p.m.: 
intervals throughout 22 .7.1947 and 23.7.1947. 
The contractions lasted 15 - 50 seconds and 
crune on at 5 - 30 minute intervals. The 
contractions affected the whole uterus. The 
pain remained localised to the suprapubic 
region. 
The membranes ruptured spontaneously. 
liquor was meconium stained. 
Foetal heart 140/minute. 
The 
The pains had not changed. 
liquor was thicker. 
Meconium in the 
Foetal heart varied between 110 and 135 per 
minute. 
The head was in the pelvis. 
The depression was still present inunediately 
proximal to the head. It was tender. 
Vaginal Examination: 
The introitus and vagina were large. The os 
a&nitted three fingers. The cervix was thick 
but soft. It was not applied to the head. 
(At this stage the uterus contracted. The 
head did not come down at all but remained 
stationary.) 
The examining hand was slipped past the head 
and a ha.rd,. non-resilient constriction ring 
was felt sur-.counding the neck of the foetus. 
This ring vra.s opposite the tender supra-
pubic depression. 
Because of the slowing foetal heart and the presence 
of the constriction ring Caesarean section was decided upon. 
40,000 units of Penicillin given. 
Blood transfusion started and t he Caesarean section 
was done under gas , oxygen and ether anaesthesia. 
On opening t he abdomen a few adhesions between 
-
anterior uterine and abdominal wall were found. 
freed. 
These were 
A marked circular depression about two inches broad 
could be seen extending from the reflection of the peritoneum 
of the bladder to uterus . The inferior margin of the ring 
was at the line of peritoneal reflection. 
The ring had to be cut to allow delivery of the foetal 
head. 
There was no demarcation between upper and lower 
segments . 
The upper segment was about* inch thick. 
was about l inch thick and two inches broad. 
The ring 
The upper segment would not contract and retract 
properly. 
Ergometrine was injected both into t he ut erus and 
intravenously. 
The patient lost a great deal of blood. 
The uterus eventually contracted down. 
The upper segment now became about one inch thick. 
The ring was still present. 
The cut edges of the ut erus were sutured. 
The abdomen was closed in the usual way. 




She is still on Penicillin 40,000 units three 
hourly. 
She feels well. 
Her temperature has not been over 99°F. 
Her pulse rate varies between 80 and 100/minute. 
She has passed flatus. 
The patient' s puerperium was uneventful . 
She was not morbid. Stitches removed. 
Wound has healed well. 
She and her baby were discharged from hospital. 
I ;5-4_ -
Commentary • 
.Although this patient visited the antenatal 
department regularly and was a fourth para an anomaly of' 
uterine action was neither foreseen nor could it be pre-
vented. 
On admission and later - it was thought that 
she had a primary uterine inertia. 
With this 'mertia" C8llle foetal distress. 
Coramine and oxygen given to the mother adequately treated 
the foetal distress. 
The patient showed signs of exhaustion. 
Vaginal examination revealed a loosely fitting 
head in a large pelvis. The head did not descend - but re-
C 
mained stationary - during a contraction. 
An anaesthetic was given and the fingers were 
slipped arotmd the baby's head. 
A finn, thick, constriction ring was felt. 
Caesarean section was done.. A live 8 lbs. 10:i oz. 
baby was delivered. 
The uterine musculature presented a strange 
picture. The upper segment was as thin as the lower segment 
usually is after a hard labour. The lower segment, on the 
other hand, was thick am taut around the neck of the baby. 
This ring had to be cut in order to deliver 
the baby's head. 
The ring extended frcrn opposite the peritoneal 
. 
line of reflection from bladder to uterus and extended about 
two inches proximally - gradually tapering into the thin upper 
segment. 
This patient came into labour - after regular 
antenatal visits - two years later. 
Once again her labour was u.11.like her previous 
normal labours. 
Having watched her carefully throughout the 
antenatal period for any abnormality - a lookout for constriction 
ring was kept. 
A depression was felt suprapubically. It ·was tender. 
Vaginal examination revealed a thick non-applied 
cervix and again a constriction ring was felt around the baby's 
neck. 
Caesarean section was done. 
Again the ring was at the same site and the 
lower segment thick, with the upper thin. , 
It seemed as if the uterine action was in 
reverse gear. 
Both mother and baby were fit when they left 
hospital. 
C A S E 24. 
Constriction Ring. 
Sumna.ry. 
A 23 year old pr:i.mipara antenatal patient, was 
admitted in labour. The type of labour suggested a severe 
primary uterine inertia. 
Vagina1 examination under general anaesthesia 
a:f'ter 57 hours of labour with no further descent of the head 
revealed a 2; finger dilated, non-applied os, no cephalo-
pelvio disproportion and a constriction ring (through which 
the cord had prolapsed) around the baby's neck. 
Caesarean section was done and a 6 lbs. 15 oz. 
live baby was delivered. 
The ring persisted throughout the operation. 
NAME: TODD, Stella Mary. 
AGE: 23 years. 
PARA: 1 
RACE: European. 
L.M.P.: 23.4.1946, Therefore at term. 
HOSPITAL: Peninsula M.aterni ty, Cape Town. 
ADMITTED: 8.2.1947 at 5.15 p.~ • 
.ANTENATAL CASE: W.R. 
Antenatal chart reveals: 
31.10.46: Urine : No alb. : B/P : 120/80 : Fundus midway between 
umbilicus and ensiform. 
12.11.46: Urine : No alb. : B/P : 120/75 Fundus 4 fingers down : 
Breech : Foetal heart heard. 
26.11.46: Urine: No alb. : B/P: 110/70 Fundus 3 F.D.: L.O.A.: 
Head mobile : Foetal heart heard. 
10.12.46: Urine : No alb. : B/P : 105/70 : Fundus 3 F.D.: R. O. A. 
Head mobile : Foetal heart heard. 
24.12.46: Urine : No alb. : B/P : 105/80 : Fundus 2 F.D. R.O. A.: 
Head mobile : Foetal heart heard. 
7. 1.47: Urine: No alb. : B/P: 115/80: Fundus 1 F.D. : L.O.A. : 
Head mobile but can be pushed into the brim. Foetal heart 
heard. 
14. 1.47: Urine : No alb. : B/P: 120/80: Fundus 1 F.D. : L.O.A. 
Head mobile but easily pushed into the brim. Foetal heart 
heard. 
27. 1.47: Urine: No alb. : B/P : 120/85: Fundus 2 F.D.: L.O.A.: 
Head mobile - but enters brim. Foetal heart heard. 
6. 2.47: Urine: No alb.: B/P: 110/70: Fundus 3 F.D. : L.O.A. 




The patient states that she bad never been seriously 
ill. 
Her menstnual history was a completely nonnal one -
Menarche at 12, no eysmenorrhoea, menorrhagia or 
oligomenorrhoea. 
She was married for 4 months when she became pregnant. 
Present condition: 
On Examination: 
She states that she was perfectly fit throughout 
pregnancy. 
At 6.45 a.m. on 8.2. 147 she developed slight pains 
in the back. These radiated round her abdomen. 
The interval between pains varied fran 15 to 20 
minutes. 
After a few pa.ins she noticed a slight bloody -
slimy vaginal show. 
The pa.ins gradually came at more frequent intervals, 
i.e. about every 10 minutes - and lasted longer. 
She therefore decided to cane into hospital - as 
told in the antenatal depa.rbnent. 
General condition: Good. 
Pains cane on at 10 minute intervals and 
last between ! and 1 minute. The pa.in 
experienced by the patient seems to be in 
excess of the contraction felt abdaninaJJy. 
Abdanen: Palpation: Fund.us 3 :fingers below the Xiphisternum. 
L.O.P. 
Poor contractions as described above. Head 
fixed. 
;!: 2 inches of sinciput above the brim. 
Auscultation: Foetal heart rate 135/min. 
c. v.s. : Heart sounds are nonnal. 
B/P : 125/75. 
Respiratory : No abnonna.li ty found. 
Urine: No albumen. 
Rectal : Vertex presenting. 
Os 1 :finger dilated, thick, and not closely applied to the 









Membranes ruptured spontaneously. There has been 
no improvement in the nature of the pains at all. 
No further descent of the head. 
Poor but painful contractions all night. 
off and on. Foetal heart nonnaJ.. 
She slept 
The patient took her glucose and jellies ,vell. 
Pains continued at varied, poor, intervals throughout 
the day. 
The patient is showing a few signs of exhaustion. 
Rectal: Os 2 fingers dilated and thin. 
It is not well applied to the head. 
Given 1 vacolitre or saline + 1~ glucose. 
Chloral hydrate 30 grs. given. 
The patient slept on and off during the night. 
Pains remained poor. They would stay away for 
periods up to 1 hour. 
The patient is becaning fatigued. 
L.O.P. 
No evidence of further descent of the head. 
Foetal heart 14-0/min. 
Os 2f fingers dilated. 
Thin. 
Not well applied. 
In view of the fact that this patient has had a long 
but very poor labour with little continuous sleep Morphine 
1 • grs. 4 was given. 
As the membranes have now been ruptured for 40 hours 
Penicillin 20,000 units 3 hourly was prescribed. 
4 p.m.: The patient had a good sleep until 2 p.m. 
Pains have not improved since that time. 
As the head had not descended, and because of the 
exceedingly poor uterine action it could not be gauged 




It was therefore decided to do a vaginal examination, under 
general anaesthesia in order to detennine, t he size of the pelvis, 
and whether the head could pass through i t or not . 
Vaginal Examination: 
Os 2! fingers dilated and not well applied to t he head. 
The cervix was thin and not oedematous. 
The head was not fixed - yet not complet ely mobile. 
Clinical measurement s . 
Diagonal conjugate 4! inches . 
The ileo-pectineal lines made a wide sweep laterally. 
The sciatic notch was large. 
The sacral curve was nonnal . 
The ischial spines were normal in direction. 
The subpubic angle admitted 2 knuckles plus a finger easily. 
The bisischial diamet er admitted a fist with the gr eatest of ease . 
As these measurement s were g~ss~nonna1, t he pelvis 
could not be blamed for non-engagement of the head. 
The head felt apparent ly nonnal in size. The position 
was L. O.P. There was no caput and no moulding. The head 
could easily be pushed into the pelvis, i . e. fund.al pressure 
by anaesthet i st, operator' s right hand in vagina and left hand 
dipping t he head into the pelvis. 
Disproportion was hence easily ruled out - t his not even 
being a border-line difficult judgement case. 
As the cervix was not well applied i t was felt that the 
cause of the non- engagement lay within t he uterus i t self. 
Two fingers were inserted through the cervix. 
A constriction ring was felt around t he baby ' s neck. A 
loop of cord was felt prolapsing through the ring. The pul-
sations were normal. 
Immediate Caesarean section was decided upon. 
50 c. c. s . 50'f& glucose followed by a continuous drip 
glucose - saline were given and started pre- operatively. 
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Meconeu.111 was being passed per vaginam. 
however was a steady 140/min. 
The foetal heart 
OPERATION. 
Lower midline abdominal incision made. 
Opening the abdomen the constriction ring could 
be seen around the foetal depression, i.e. the neck. 
The middle of the depression of the ring was 
exactly at the site of the peritoneal reflection line of the 
bladder to uterus. 
A longitudinal incision was made into the uterus 
extending from the lower to the upper segment. 
The upper segment was found to be ! inch thick. 
The placenta was attached to the anterior ut erine 
wall. 
The ring was cut . It was slightly (visibly) 
thicker than the upper segment. 
The L.O.P. position of the foetus was confinµed. 
The live maJ.e child weighed 6 lbs. 15 oz . 
was no caput succedaneum. 
There 
9 p.m.: B/P 125/75 Pulse : 98/min. 
She came round from the anaesthetic soon. Her 
condition is good. 
22. 2.47: 
To continue with Penicillin. Morphine :1 gr. 
The patient made an uninteITUpt ed recovery. 
She and her baby (weight 6 lbs. 15t oz.) were 
discharged from hospital. 
.. 
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Comnentary. 
This prllllipara was admitted and treated as a 
severe type of primary Uterine inertia and a posterior position. 
Primary uterine inertia because she had poor 
pains at irregular intervals and the i:ain experienced was in 
excess of the contractions felt (objectively). 
The membranes ruptured after 36 hours labour. 
Fifty-seven hours after the onset of labour the 
patient, although given adequate nutrition and sedation, showed 
signs of tiring. The head had not descended. 
A vaginal examination was therefore done under 
general anaesthesia - to detennine the cause of this gross delay 
in labour (1st stage). The cervix was effaced but not well 
applied to the head. There was no caput. 
the foetus. 
There was no cephalo-pelvic disproportion. 
A constriction ring was felt around the ne?k of 
The cord had prolapsed through the ring. 
Conservative measures of dealing with the ring 
were not tried because of the prolapse of the cord through the 
ring. (already meconium. in the liquor was steadily increasing -
al though the foetal heart remained steady. ) 
Caesarean section was done .• The site of the ring 
was exactly below the line of peritoneal reflection. 
The upper segment was thin~ 
The ring was severed to allow delivery of the head. 
The area of uterine wall occupied by the ring was 
thicker than the upper segment. 
-
The fact that there was no caput proves t hat there 
was neit her application of cervix to head nor fixation of t he 
head - al though labour had lasted fifty-seven hours. 
Penicillin and adequate nutrition - bot h by 
mouth and intravenously - can be claimed as being responsibl e 
for her rapid recovery. 
C A SE 25 • 
.Angular Pregnancy at term complicated by 
Constriction Ring. 
A 27 year old 4th para had poor labour pains for 
over 120 hours - the membranes ruptured soon after the onset 
of pa.in. These pains were irregular and unlike previous 
labour pains. 
Forty-eight hours after the onset of labour she 
bled vaginally. 
Seventy-two hours later she noticed hair in 
her evil smelling vaginal discharge. 
Examination revealed gas within the uterus, 
a dead fo&tus and a constriction ring betvreen the two finger 
dilated os and the vertex. 
The uterus could not be made to contract. 
Gangrene of the uterus was diagnosed. 
At operation the lower portion of the uterus was 
found to be normal. 
Subtotal hysterectomy was done. 














L.M.P.: 13.10.1945 (i.e. 39 weeks pregnant) 
.ADMITrED: 11.7.1946 at 4 p.m. 
EMERGENCY: Sent in by her Doctor as a 'Tonic 
Contraction ' • 
1932 Aborted when 3 months pregnant. 
1942 Normal pregnancy and delivery, at tenn. 
1945 Nonnal pregnancy and delivery, at tenn. 
These deliveries took place at home. Both her 
children are alive. 
The patient states that she did not attend an 
antenatal clinic. Up to 4.7.46 she was perfectly 
well and carried on ,vith her household duties as 
usual. 
On 5.7.46 she noticed that all foetal movement s · 
had ceased. 
On 6.7.46 she experienced a dull backache and lower 
abdominal cramps, i.e. like the onset of a nonnal 
labour. During the day her membranes ruptured. 
On 7. 7. 46 she had slight labour pains again. The 
pains passed off after about 12 hours. Towards 
that evening she started feeli._~g slightly feverish. 
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Since 8.7.46 she has had more or less continuous dull 
abdominal pain. At odd intervals a little blood escaped 
from her vagina. On 10.7.46 dark evil-smelling 'clots' 
were passed vaginally. Although she felt ill she was 
not confined to bed as yet. Since 11.7.46 she has felt 
really ill, being more feverish than before. She was 
too ill to get out of bed. 
vaginal discharge. 
She now noticed hair in the 
She sent for a Doctor. 
sent her into hospital. 
He examined her abdominally and 
On Examination: 
General: The patient looks very ill. There are sordes 
Local: 
Abdomen: 
on the lips and her tongue is dry. 
Temperature 100.s°F. 
Pulse rate 160/min. 
Respirations 35/min. 
B/P 115/90. 
The abdomen was grossly distended. The 
:f'undus was up to the ensifonn cartilage. The 
uterus was tense, and tender. No gut was 
felt lying over the uterus. The lie of the 
child could not be detennined. The foetal 
head was in the pelvis. Palpation revealed 
a peculiar crackling sensation over the uterus. 
The uterus was resonant to percussion. 
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Vaginal Examination: 
There was a foul-smelling bloody-purulent vaginal discharge. 
A swab was taken for Bacteriological examination. 
The os admitted two fingers. Separating the os from the 
head there was a cylindrical channel about 1 inch long and 
admitting one finger only. The membranes were found to be 
ruptured and scalp was protruding through both the narrowed 
channel and cervix. 
The head was presenting. Bare bone was palpated. The 
head was tightly applied to the upper end of the constricted 
channel. 
The head was pushed up gently in order to allow gas to 
e:scape. The gas was foul smelling. 
Foetal hair was present on the examining finger . 
Urine: Orange colour. 
X-Ray: 




(straight - portable) vide figs.land 2. 
P/A. and Lateral views taken to show up gas in the ut erus. 
Treatment: Penicillin 20,000 unit s 3 hourly. 
Sulfadiazine 4 tabs. stat. 2 tabs. 4 hourly. 
2 litres I/v saline and glucose , followed by 2 pts. 
I 7 o. 
whole blood. 
48 , 000 uni ts aTJ. tigasgangrene serum I/M. 
10 mg. stilboestrol hourly for 10 hours . 
11 n.m. : 
12. 7. 46: 
3 a . m. : 
5 a . m. : 
6 a.m. : 
8 a.m. : 
10 a. m. : 
11 a. m.: 
12 noon: 
1 p.m.: 
There was slight improvement in her clinical picture. 
Her pulse rate had improved. There were no uterine 
contractions. Vaginal examination done t o allow gas 
to escape. There was no change in the state of t he 
cervix or ring. 
The patient had a rigor. 
The patient had slept quit e well . Abdominal distension 
had increased. Vaginal examination done to release 
gas . 
There was no change in the condit ion of t he cervix. 
I 
Castor oil 2 ozs. giv~n. 
Hot enema given. 
Pituitrin 3 minims. given i/m. 
Quinine l gr. per os. 
Pituitrin and Quinine repeated. 
Pituitrin and Quinine repeated. 
Pituit rin , and Quinine repeated. 
As there were no ut erine contractions at all (ob jectively) 
and as the patient' s condition now started deteriorating viz. 
her pulse r ate started increasing and her temperature dropped 
t o 97.8°F. - hysterectomy was decide upon. 
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The diagnosis was:- 1. Foetal death and putrefaction. 
2. Paralysis or death of the uterine 
muscle. 
1,1 
3. Puerperal inf'ection: ? Gas gangrene. 
1st Bacteriological report: 
Large Gram positive bacilli present in fair numbers, 
various sizes, some filamentous, others tending to 
:f onn chains. 
A :few showing enlarged terminal spores. 
Blood transfusion was started again: in order to continue 
throughout the operation and afterwards. i.e. the transfusion was 
just a follow on of the saline. 
As it was not clear whether a subtotal could be done the 
patient was prepared for a total hysterectomy. 
12.7.46: 
2 p.m.: OPERATION. 
The vagina was thoroughly cleaned the external os stitched, 
after a plug had been inserted into the uterus. 
The abdomen was opened by using a midline incision extending 
:from two inches above the umbilicus to 1 inch above the s;ymphysis 
pubis. 
On opening the abdomen the omen tum was :fmmd to be adherent 
to the f'undus and the whole anterior surface of the uterus. 
It was also adherent to the peritoneum of the anterior abdominal 
wall in a few areas. 
The upper uterine segment was greenish-purplish in colour. 
17~_ 
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The lower segment appeared nonnal. There was no clear 
line of demarcation. There was a gradual transition from 
nonnal to gangrenous appearance. A subtotal hysterectomy 
was therefore decided upon. There was no gas within the 
uterine wall. 
The anental adhesions were stripped where possible and 
severed and tied where it was fo,md possible to do so. 
When the anterior wall and fundal adhesions were cleared, 
the uterus was lifted out of the abdominal cavity only to 
find that gut was adherent to its posterior wall. 
adhesions were now freed. 
These 
Once the uterus vra.s lifted out of the abdominal cavity it 
was well packed off in order to avoid possible spill into 
the peritoneal cavity. 
A subtotal hysterectomy was done in the usual way. The 
few essential differences were that the vessels, both 
uterine and ovarian were grossly enlarged (due to preg-
nancy plus inflamna.tion), especially those on the right 
side. 
The lmver uterine segment was very friable. 
In order to avoid any spilling into the peritoneal cavity 
the lower uterine segment was severed in between clarnps. 
The amputation was at a level higher than reached by the 
plug inserted before the abdominal operation • 
.All bleeding points were ligatured. 
The uterine stump was covered with peritoneum. 
173_ 
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A drainage tube was inserted. 
The abdomen was closed by stitching consecutive layers. 
20 c.c.s. Prontosil rubrum was injected through the drainage 
tube. 
The stitches closing the external os were removed, the intra 
cervical-uterine plug was removed. 
For photographs and description of specun.en vid. figs. 3,4,5, 
6 and 7. 
As the operation was performed in the septic ward, the patient's 
bed was brought up to the table and the patient transferred 
into her vra.itrn bed. 
She vomited ' coffee grounds ' on coming round from the 
anaesthetic. A duodenal tube was irrnnediately inserted. 
1 pint of I coffee ground I fluid was wi thdravm. Continuous 
gastric suction apparatus was immediately connected up. 
Post-operatively: 3 pints of blood were given, follow·ed by 
saline and glucose, sufficient to maintain an adequate 
fluid balance. 
Catheterised 8 hourly in order to avoid any unnecessary 
tension on the sutures in the uterine stump. 
Penicillin 40,000 units 3 hourly. 
Sulf adiazine l Gram. 4 hourly. 
Morphine! gr. on recovery from the anaesthetic. 
1/6 gr. 4 hourly provided her respiratory rate is 
above 16/minute. 
13.7.46: 
14. 7 .46: 
15.7.46: 
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The patient had. a very comfortable night. 
She appears to be and states that she feels 
much better. 
Her tongue is moist. 
I 74.. 
Gastric suction continued. 1/v. saJ.ine and 1 pint 




There is a slight oozing through 
The tube was moved. Dressing 
She is much better. There is no abdcminal 
distension. Gastric suction discontinued. · 
Fluid intake satisfactory. 
evening. 
Passed flatus towards 
Penicillin dosage decreased to 30,000 units four 
hourly, and Sulfadiazine to 2 tablets, t. d. s. 
Has slept well. Passing urine and flatus. 
Feels hungry. Egg flips, jelly and milk. 
As there was very slight oozing through the tube, 
it was shortened by 1 inch. 
2nd Bacteriological report: 
Blood Agar: Very light growth -
Scanty Staphylococcus al.bus. 
Viridans colonies of Gram positive cocci. 
Scanty colifonn bacilli. 
Egg meat: Scanty long chained streptococci only. 
Milk under oil: Numerous long chained streptococci • 
. No Gram positive bacilli after 24 hours. 
Serum Broth: Gram positive bacilli ?diphtheroids. 
Gram positive diplococci, some in chains. 
15.7.46: No gas gangrene organisms isolated after 3 days. 
Viridans streptococci from milk and egg meat 
subcultures - aerobically. 
I 7~·-
- 9 -
16.7.46: Condition satisfactory. TUbe shortened. by 1 inch. 
17.7.46: Patient looks and feels well . · 
Pulse: 80 - 86/min. 
Temperature: 97.2°.F. 
Respirations: 20/min. 
Penicillin decreased. to 10,000 units 3 hourly. 
Sulfadiazine decreased. to l tablet td.s. Tube 
shortened. by 1 inch. 
18. 7. 46: Slight serous discharge from the wotmd.. Drainage 
tube removed.. 
Full diet. 
Penicillin and Sulfadiazine stopped. 
Total Penicillin given : 640,000 units. 
Total Sulfadiazine given 17 grams. 
21.7.46: Stitches removed.. 
24. 7.46: Patient allowed. up. 
Wotmd healed by first intention. 
Vaginal examination done uterus anteverted. 
Corresponds to a nonnal uterus in size at this stage 
of involution. 
There is a small cystic mass in the Pouch of Douglas 
(? collection of serum and low grade inflammatory 
exudate.) 
29. "f'.46: Patient up and about. Worrying about going home. 
31.7.46: Lipiodol injected through the cervix to outline 
remains of uterine cavity (vide figs. 9, 10,11). 
The patient was discharged from hospital and was told to 
report during the 2nd week of September of a check up. 
- 10 -
For temperature charts, vid.e fig. 8. 
13. 9. 46: She states that she feels perfectly fit and. has 
had no pains or aches. 
She has only bled slightly ai'ter the lipiodol 
31.7.46,, but not since. 
On Examination: Scar - well healed. 
P~V. Cervix - nonnal. 
Uterus - not defined. 
l7t;. _ 
Adnexa. - small cystic swelling in the 
left fornix. 
X-Ray: Lipiodol injected into the ut erine cavity - leaked out 
into the pelvic venous plexus (vide fig. 12). 
There was slight vaginal bleeding at the completion 
of the lipiodol injection. 
Fig. 1 P.A. view. 
A. - gas within uterine cavity. 
B. Spalding's sign. 
/ 77. 
175". 
Fig. 2 LateraJ. Vie,v. 
A. Gas within uterine ca.vi ty. 
Fig. 3 Uterus removed. 
A. Right rcn.m.d ligament. 
B. Omentum. 
c. Left tube. 
D. Left round ligament. 





Notice skull bone and slough of scalp. 
Opened uterus showing foetus, placenta, (a) extremely 
thin walled uterus with (b) thick ring. 
I o. 
]). __ _, 
Fig. 6 Canbined clinical and pathological impression of the 
uterus. 
A. Extremely thin wall. 
B. Placenta. 
C. Fallopian tubes. 
D. Romd ligaments. 
E. Constriction ring. 
F. 2 Finger dilated cervix. 
Fig. 7 X 175. 
A. Thin normal uterine wall. 
B. Damaged wall - notice the swollen appearance of the 
cells. 
c. Necrosed uterine muscle. 
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Fig. 9 Lipiodol extravasation into the pelvic veins. 
Fig. 10 A. Cervix. 
B. Lipiodol in pelvic veins. · 
Fig. 11 Post ambulatory picture. 
Notice fine network of veinous infiltration. 
Fig. 12 Taken 6 weeks later. Again lipiodol leaked 
into the pelvic veins. 
. 
())mmenta.ry. 
From the history, clinical examination, 
photographs and legends the following deductions may 
logically be ma.de: -
1. ANGULAR PREGNANCY. 
Figures 3 and 6 show that the fallopian tube, 
round ligament and ovary are attached high up on the 
right 
side of the specimen whereas the uterine attachment o
f the 
left adnexa is below the level of the head of the foe
tus, 
i.e. the left side of the uterus did not talce any act
ive 
part in this pregnancy. 
Therefore, the ovurn was implanted either in the 
right cornu of the uterus, in a diverticulum, in a ru
di-
mentary horn, in one cornu of a uterus bicornis, or i
n a 
sacculua. 
Against a pregnancy in a d.iverticulum rudimentary 
horn or uterus bicornis is the fact that the uterus i
s not 
separate and distinct from the pregnancy. 
Sacculation can be ruled out as there is no 
history of pain or urinary disturbances pointing towa
rds a 
displaced uterus unable to correct itself. 
The situation also is against sacculation 
as the latter tends to affect the anterior wall in 
retroflexions and the posterior wall following ventra
l 
suspensions. 
The pregnancy was completely within the uterus with 
the placenta attached to the area over the entry of th
e 
.. ,
right tube into the uterus. It thus conforms to .Angular 
pregnancy as described by Munro Kerr and de Lee. 
2. CONSTRICJ.rION RING. 
Viewing figure 6 will show tbat:-
1$7, 
(a) Clinically the os was found to be tvvo fingers dilated 
There was a narrov< cylindrical uterine charu.1el extending 
from the cervix (? plus lower part of the body of the 
uterus - as it easily admitted a swab - vide 
' operation') to the head of the foetus. 
(b) Operatively the foetus was found to lie in what 
logically was a thinned out cornu and fundus of the 
uterus. 
The dilated os shows that the cervix took part in 
the labour. 
That this channel was not the original uterus 
below the Angular pregnancy is borne out by the 
following facts :-
(i) The cervix took an active part in the 
labour - a function not performed with 
ectopic pregnancy. 
(ii) Had this channel been the original uterus 
it should have admitted more than one 
finger as the uterus enlarges - due to 
honnonal influence - no matter where the 
pregnancy is situated. 
Therefore it can be assumed that this ring-like 
channel was due to a segment of uterine muscle in spasm, i . e. 
a constriction ring. 
The site of the ring being at the junction of the 
affected cornu plus fundus with the body of the uterus. 
This situation - embryologically - tends to favour 
Rudolph's theory on the etiology of constriction ring i.e. at 
sites of physiological constrictions found in lower animals. 
3. PHYSOMETRIA. 
Both clinically - the uterus being resonant to 
percussion and because of the escape of gas from the uterus 
when the foetal head was pushed up - and radiologically 
(figs. 1 and 2) the diagnosis of physometria was established. 
4-. PARTIAL DESTRUCTION. 
This can be seen by studying figures 3,4-,5 and 7. 
The following argument explains the cause of the 
partial destruction:-
The history suggests death of the foetus before 
the onset of the poor type of labour viz. complete absence of 
foetal movement. 
The membranes ruptured early in labour. 
At the onset of, or during, labour the constriction 
ring developed. (Vaginal bleeding occurred four days after the 
onset of abdominal cramps. 
extending on to the ring. 
Figures 4- and 5 show the placenta 
This suggests that the placenta acted "praevia" 
after the fonnation of the cervix-like ring.) 
The amniotic cavity became infected, the foetus 
macerated. 
Foetal scalp sloughed, plugged the constriction 
ring, and prevented the escape of both infected fluid and 
gas. 
The tension within the pregnant sac increased. 
According to Morison and Saint an increase in tension 
diminishes or cuts off the blood.supply to the affected part. 
This in turn leads to partial destruction. Hence the 
gangrenous macroscopic appearance of the muscle surrounding 
the foetus (figure 3). This was conf'inned histologically. 
5. RECOVERY. 
The patient's recovery is a remarkable feat. 
Her resistance, Penicillin, sulfa drugs, adequate fluid 
balance, blood transfusions and nursing can be claimed as 
the responsible factors. (See figure 8). 
6. LIPIODOL IN PELVIC VEINS. 
In order to prove beyond doubt that the major 
part of the body of the uterus was still left a hysterogram 
was done twenty days after her operation. It was done so 
soon post-operatively for fear of loosing sight of the patient 
as she threatened to sign 'the red ticket and quit hospital' • 
The uterine cavity was poorly outlined. 
Lipiodalintravasation occurred into the pelvic 
veins. (9,10,11). 
Six weeks later she returned to the out-patient 
department. 
cervix. 
Lipiodol again was gently injected through the 
Figure 12 shows the result - again it escaped into 
the pel vie veins. 
The veinous intravasation of lipiodol is a rare 
phenomenon. 
The patient has failed to report for further ex-
amination. 
(Lipiodol was injected for the second time as 
neither the radiologist nor I knew about lipiodol leakage 
/9o. 
into veins at the first session and therefore missed the , 1 
diagnosis completely. 
AJ3 soon as the August 1946 number of the J. of Obstetrics 
and Gynaecology of the British Empire arrived we realised the 
position - However the hysterogram had then already been 
done. Fortunately the patient suffered no ill effects.) 
M A I N C O M M E N T A R Y. 
T H E R I N G S O F L A B O U R. 
' 
THE RINGS OF LABOUR. 
A•~ ot eleven oases with the OOlllplication ot 
labour - Conatriction Rina• 
In revinin& the literature :auoh oontusion is found in the 
use ot the terms "Retraction", Bancll 's", "Contraction" and 
"OoRatriotion" rin&•· 
Th••• oonditiona are clear-au.t and, u 8UOh, dmend a 
clarity in definition and use. 
Retraction or Bancll Is rin1. 
19/ 
In no:mal labour a narrow band-11.ke depression can be 
palpated on the uterine surface 2 to 2i' inches above the 
S'Wllphyais 'pubis. Thia band is a phyaioloaioal one and denotes 
the line of demarcation betnen the upper and lower uterine 
aepenta. This ia the nonoal retraction or Bandl's rina (7.10). 
In aore ditticul t labours retraction is JI.Ore marked. The 
upper Npent becanes increaa:in&].y thicbmecl and the lower sepent 
increasin&ly stretched end thinnN out. The result, therefore, 
ia that, u retraction nomally progresses, this line ot de-
marcation - this retraction or Bandl's rina - aradually rises. 
It this ring rises to an abnomally high level, i.e. to the 
lmbilioal reaion, it is one of the sips of obstructed labour. 
Constriction or Contraction rin,c. 
During any •ta&• ot labour a circular sepent of uterine 
auscle oan 10 into, and remain in, ape.am. ( 4. 7. 29). 
Uauall:, one reaion only is affected. Two and three rina• · 
ooCIU'Ting silllul taneously have been described. ( 7. 26). 
The site .moat oonmonly attected, is the inner aapect ot 
the junction ot the upper and lower uterine aegwmts (6. 7.9. 
21.22). . 
lower part ot the lower sepent (10) 
upper part of tbe' lower aepent (11) 
any level (26). 
de Lee (7) states that the ccmnoneat site is at the 
junction of the upper and lower aepents, just above, or just 
below it. 
In most instances, in my series, the ring was situated. 
opposite the line of ref'leotion of peritonem tran uterus to 
bladder extending upwards. · 
The ring moat coamonly occurs around the neck of the 
foetus in nrtex presentations. 
It can also form 'below the foetus (11.29.SO) (case C. ); 
a.round a limb (11.30) (case B. ); or around the body of 
the baby ( 9). 
It it f'onns during the first stage, labour, as a rule, 
p-adually proaresses to the second stage. 
It's occurrence duri.na the seoond stqe inhibits descent 
of the foetus. 
When it occurs in the third ataae of labour the placenta 
is usually locked in behin.4 the ring, and it is referred to as 
an hour &].ass. ~otion. Therefore it is a cause of re- · 
tained pla.cen~ · 
/ 9,,t. 
Constriction rina, as opposed to retraction ring, therefore 
ia a dia.inosia. • 
INCIDENCE: As opposed to Rucker's (23) 1 in 66 and Johnson's 
1 in 80 f1nd1nca at the Peninsula Maternity Hospital (Cape Town) 
amonaat 1663 cleli'ffries (in 1946) 6 were CCIDplicated by oon-
atriotion ring i.e. an incidence of .seJ'_ 
Symptau and Signs. 
It the condition is not actively born in aind the 
following usually bappens:-
The prolon&ed first staae is diapoaed as a severe 
pr:laar;y uterine inertia. The ring might relax, and the baby 
be born apontaneously. It the rin& does not relax, or occurs 
au.ring the se0011cl stage there will be a delay in labour .• 
Indications tor forceps mi1ht arise e.a. maternal distress. 
Poroeps are applied. Tra.ctian tails to bu«kw\ the foetus. · 
The forceps are removed; the exam1 n1ng bMd-is~ inserted pa.at 
the head and the oauae ot the delay - the oonstriction - is felt 
around the baby' a neck. 
In orcler to avoid the above, the :following symptaas and 
sips should put cne on cua,rd: 
SOae authors (9.11.24.26) state that it is more camaonly 
:tound in primipa.ra.. In my aeries, eight multi para and three 
primipe.ra were affected. ot the mu1 ti para four bad 12 or 
/9l 
more prepanciea. 
The membranes ot ten ruptured early in, or even before 
the onset, ot labour (7.9.11.15.17.21.22.24.26.29). 
The tirat atqe is prolonged (7.17.19). 
The contractions are infrequent, irregular and paintul (7). 
The pain e::icperienoed is coliclcy in nature (7.20.26) and 
pe.timta otten volunteer that the pain is clitterent f'ran the 
pa.ins of previous labours. (vi.de cases A.C.G.H.J.K. ). 
The onset ot the pa.in my be before the OCJ11Mnoaent of 
uterine contraction, reaiata throughout, and tapers ott after 
the ecatra.ction baa ceased (20). 
The patient tirea easily (10.17). 
On ab4cainal palpation no JDarked abnomality can be 
detected. A ring can seldal be telt (29). 
During uterine cliastole the head can be puahed into the 
pelris. A contraction tends to lift the head out ot the 
pelvia. (11.26). 
On vaainal usm1ne.tion - with the os not tully dilated -
the cervix, althou&h etf'a.ced is not well applied to the head. 
It the enaining f'iD&er is kept on the vertex; with the 
OODtraction ot the uterus the head will tend to be lifted out 
of the pelvia rather than be toroecl into it, as is done 
normally. 
With the tully dilated oa the most CCIIIDOllf'1nd1ng by 
vaainal exarn1nation was a loose titting head in the pelvis. 
Apin, uterine contractions do not torce the head into the 
pelria. 
The fin&ers abould be inaerted pa.st the head, and the 
ring - if present - is all too easily felt. 
The latter is the cmly positive diaposia. 
Care ahould be e:aceroiaed not to contuse the nonial., or 
e:xaaerated normal, aliahtly protru'berant :bmer oiroular rina 
at the junction of' the upper and lower aepenta i.e. the inner 
aspect or Ba.ndl. • a ring with a constriction r1na. 
Patient• are often sent to maternity institutions with 
the diapoaia ot retained placenta. 
In llaDY' of the cues in whom 1118Jlual removal is resorted 
to an hour &lass coatraction is found. 
The diapoais, again, can only be positively made when 
the localised oontracture is felt. 
Treataeat. 
Good treataent aims at ·prevention. 
It is well lmown that improper unagaent of the third 
staae ••i• tryiAa to express the placenta. before it bas had 
tiae to separate and, above all, the injection of ergotrate 
or eracaetrine betore the placenta is expelled, is the cause 
ot hour &lass contraction. -
It established, the rin& is dealt with in so tar as 
it prevents removal of the placenta, i.e. the a:la primarily 
is to aet the placenta out and not 118.ke the rin& diaappear. 
Alayl :ai trite - tirat used by Barnes ( 2) - one or two 
ampoules, is usually all that is required. The ring 
relaxes siliahtly - o:t'tG lllOIDSltarily only - and the placenta 
is removed. 
It the ring is cliaposed during the first or second 
ataae the propai tion illmedia.tely beoaaes a toraidable one. 
PIRST ST.AGE. Adequate nutrition and sedation should be 
oomplecl with careful observation. 
Miles Phillips ( 20) aias at pNTention 'by early heavy 
sedation in patients with ooliak;y pains at intrequent 
irreplar interval.a. 
-
Proteins and &}.ucoae, if not taken by mouth in su:f'fioient 
quantities, should be aiven intraTenously. 
Jforpbine &r•• i - i toaether with byoaoine ,;r. 1/1000shoul.4 
be administered. 
.14rnalin 5 a. 1/1000 solution is said to relax the ring 
in IIOIDe cues (see under Adraalin in •Second ataae•). 
Careful observation, but infrequent il:Titating examinations 
( e. I• vaaiul or s"Rrapubic) should be made. It should be 
noted whether the pains alter in character viz. whether atter a 
long absence - tram adequate sedation - they oome on regularly 
and. stroD&lY, &ZliJ/or whether labour is passing on to the second 
•ta&•· 
The &eneral CODdition ot the patient should be watched. 
It it deteriorates, in spite ot nutritive treataent, caesarean 
aeotion abould be darie - as it ia doae in a. small peroentqe ot 
ca.aea sutferin& traa severe primary uterine inertia.. 
SBOORD STAGE. It the patient's 1eneral condition is iood, 
adequate autrition, aedation, and adrenalin 5 mins.1/1000 solution 
ahould be 1iven. 
However, if there ·are si&na ot maternal exha.ustion - and the 
ring ia around the neolc ot the toetus - aa.a, o:icygen and ether 
uaeatheaia should be aiven. 
Forceps are applied. 
AmiYl nitrite ia aiven, f'eel the rina• If' it relaxes, 
a.liver the baby. 
I 
The uae of Epinephrine or A4renalm 5 mills. 1/1000 is 
aurroua4ecl by oontroversy. 
Sau authors (3.6.7.22.23.24.26.28) claim that it relaxes 
the ring. others (4.17) ata.te that it not only baa no etteot 
on the ria& but is positively clan&el'OWI (4). 
Killer et al (18) states tba.t in 88 per ceot of ca.sea 
Adraalin caused the uterus to contract. No eftect wa.s noted . . 
in 2 per oent or ca.sea. In 10 per cent there was rela:D.tiCll. 
Woo6ury et al (31) ate.tea that A4renalin produce4 a. 
aarked rise in 'blood pressure. The tirat uterine oontraction 
tollow:l.q the injection was stroqer, tolloncl by a tn weaker 
oontractiona, 'but soon uterine action returns to normal. 
Gunn (12) touncl that there wu no ccmf'ormity in uterine 
action to .Aarenalin in clitterent species ot an1maJa. 
Aooordina to Gunn aDd Russell (13) Adrenalin atimula.tea 
contraction ot uterine 18\UScle - the lower aepent, at te:ra 
beiaa more aeuitive than the upper. 
In cases G. and H. Aarenalin was used. It certainly 
did not relax the r.l.q. Clinically it tel t as if the rina 
becaae harder atter the injection. This tends to support 
G\Dla and Ruaaell'• (13) experimental tindinas. 
However · so aany authors ba.ve met with success when 
treatia& oonatriotion rina• with .Adrenalin that it deserves 
use in early •reversible rina•", e. &• ca.sea A. and C. 
The baby can be delivered only it there is relaxation. 
Naturally, if AdreDalin is &iTeD, chlorof'om cannot be 
adainiatered, and vice versa, for fear of ventricular 
fibrillation. 
Deep ether or oblorotorm anaesthesia causes the ring to 
relax in ame instances (6.10.14.17.21.25). . If there are 
ai01s of relaxation the presenting part uy be pushed tbrouah 
tu rin1, internal version done and the leas brou&ht down -
leavin& the rest to nature (ride cases B. and c.) Hicks (15) 
decapitated. a foetus then did an internal Tersian followed by 
continuous traction. 
If all these methods fail to produce relaxatian of the 
ring the only justifiable procedure is caesarean section 
(5.6. 7.10.11.15.17.29.50) preceded and followed by penioillin . 
and aultadiazine. Not anly the aa.ternal White (58}C) but 
also the foetal (72%) ieath rate is appalling in these cases 
'1th• yaginal deliTery is resorted to. 
In my aeries amyl nitrite -tried in two oases (vi.de 
oaaea Band I) ha,d. no e:f'feet. In another case (case H) 
it caused softening but no relaxation. 
A4renal.in had no e:f'fect on two cases (oase G andH) -
elinically it caused the ring to tighten. In me patient it is 
open as to whether the adrenalin or the sedative administered 
( or neither) oauaed relaxation of' the ring ( see oaae A). It 
was responsible tor partial relaxation in one case ( C). 
Deep oblorotora anaesthesia caused incoarplete relaxation 
in one case ( case B). 
High a:pinal anaesthesia caused the ring to tighten 
(see case G. ). 
caesarean section was pertoraed in oases (D.E.F .G.H. I. 
and J. In each case the ring had to be seyered in order to 
cbtliTer the baby's head. 
Prom the facts g;iven the following oonclusions may be 
drawn:-
1. In sane cases the constriction ring will relax. 
2. In others it will not. 
Ru&:>lph (26) has therefore alassified ·oonstriotion 
rings into:-
1'17_ -
1. Reversible - those relaxing. 
2. Irreversible - those not relaxing. 
(EYen persisting until after death (Kiles Phillips (19) ). 
These conclusions ll8J" warrant the deduction of the following 
aetiological hypotbeseaz-
1. The reversi1'le ring is aue to a ape.a of a ciroular 
aegaent of uterine muscle ( 4-. 7. 29). 
Thia may be oompared to spasms of other · hollow muscular 
ayat-.a e.g. canlio-apasm. (It must be borne in mind that 
the uterine tunotion of labour is not a frequent phenomenon -
occurring ltut a ff!lfr times in Jl8DY a woman• a litetime). 
That it is a spasm is bome out by the fact that it is 
released by drugs e.g. adrenalin and. amyl nitrite. 
2. The irreversible ring is a clitferant proposition. 
It may be due to an irreversible change taking place in a 
spasm i.e. the ape.am will not pass off DO matter bow it is 
treated, or, more likely it is due to "reversed polaritY" 
ot the uterus, as stated by Crichton (5). 
The latter statement is supported by the fact that in 
cases D.E.F.H.I.J. a thick lower and a thin upper segment was 
found - suggesting that the uterus was in "reversed gear". 
Ivy et al (16) f'ound that stimulation of the lower part of 
the lm.:er uterhe segment of a pregnant JIOllkey's uterus - at 
tera - caused a reversal or the normal uterine oontraotion waw. 
The saae phenaaenon was produced by stimulation of the hypo-
gastrio pl.ems - but not constantly. 
Rudolph (in disousaion) (27) states in aonkeys, in labour 
the lower segment was found to undergo braohystasis (thiakmling) 
first. This was followed by meoystaais (thinning). 
Theoretically, therefore, if' the same bolds good for the 
human, a failure of the stimulus of meoystasis will result in 
oontinuous brachystasis. The lower segment will therefore 
become tbiek and ringlike, dilating the oervix but preventing 
advance in labour. 
Tb.is state of at'faira may theoretically also be produced 
by a continued lower uterine sepent stimulation. 
Unless this action is prevented (by e.g. early heavy 
sedation - suggested by Miles Phillips) or sane method ot 
altering the aotion of the uterus (i.e. changing gears) is 
found - caesarean section (an admission of failure) with 





llany cases are seen who have bad and require 
intra-uterine manipulations and no constriction 
ring developes. 
Andrevra and Maxwell (1) desoribe a case in 
which a oonstriotion ring developed following 
di:f'fiaul t and prolonged intra-utenre manipulations. 
(b) Drugs. 
Oxytocio drugs might possibly predispose to 
the formation of oonatriction ring. However 
cases are induoed medically without the later 
fonDB.tion of a constriction ring. 
It is a well known fact that where ergometrine 
.. is given in the third stage of labour prior to 
the delivery ot the plaoenta a high incidence of 
hour glass oontraotion is found. 
2. Early rupture of the membranes is a camnon phenomenon, 
constriction ring is a rare oom.plication. · 
Early rupture of the aembranes per ae therefore 
cannot be, claimed aa an aetiological f'aotor. It may 
well be due to the ccnatriction ring. 
~. 11alpresentati<ms again are not infrequent. However 
in aost of these cases no malpreaentation was found. 
4. Intra-uterine infection was present in two patients, 
one bad an angular pregnancy oomplicated lty a 
oonstriction ring. Tile other was grossly septic 
due to bad manageaent outside the bospi tal. 
5. That the faul. t is primarily within the uterine 
musculature cannot be claimed as a cause aa moat of 
the patients encomitered were nml tipara (many being 
grande multi para) with previous normal 4el1Teries. 
-
Thia finding does not oorrespond with those of' other 
autbora (9.11.24.26) who state that primipara are 
mostly atteoted. 
6. Faulty innervation of the uterus cannot be blamed 
tor e~y the same reason. The high incddmoe 
of' aaute dilatation ot the stomach following 
eaesarean section in these oases suggests the 
poasibili ty ot a general nerYOUS factor. 
A oaabina.tion of' acme or the above factors 
'IIIJ3 pre8Ull8bly predispose to lonr uterine segaent 
ati11ulat:Lon. 
Site of' constriction ringa. • 
Rudolph { 26) has shown that in pluripa.roua animal a in 
labour e.g. the bitch, physiological rings form between the 
pUps. A physiological ring is also found between the oornu 
not expelling the pup and the b~ of' the uterus. The b~ 
of the uterws is ltut a passage am. play8 pra.otically no part 
in expelling the pup. 
In the sheep, a uniparoua au1meJ with a bioornuate 
uterus, pregnancy takes plaoe in one cornu - and can either 
go to term 1a tha.t oomu alan.e or else enoroa.ch upon the body 
of the uterus aa well. The non-pregnant oornu also enlarges. 
In labour, a pbysiologioal ring shuts off the nan-pregnant 
oornu traa the oorpus. The pregnant born oontracts and 
expels the lamb. The b~ ot the uterus plays praoti0$.lly 
no part in the expulsion. 
It OfUJ. therefore be aasaed that the bocl.Y ot the uterus 
in lower animals oorreaponds to the lower segunt in humans, 
i. •• the istbaua - as shown 'by Frankl { 8). 
Rudolph also states that in the uterus of the monkey -
and that ot a bitch - a sphincter is found at the lffel of' 
the internal oa. 
Physiological constriction• in an1m•Js therefore oocur:-
1. In the upper segment (Rings between pups). 
2. At the junction of' the upper and lower segments 
(betwee oomu and oorpua). 
3. At the level of' the internal oa. 
In the h\lllan a pbyaiological ring is tound between the 
upper and lower segments vis. Bandl' a ring. 
Pathological rings are tound.:-
1. In the upper segment {7.26) {oorresponding to rings 
between pupa). 
2. At the junction or a rudimentary horn with the 
body ot the uterus {26) {corresponding to a ring 
between. a. oornu and the bod1'). 
:S. Between an angular pregnano;y and the boc1y of the 
uterus (case K) (corresponding either to a ring 
lMtween the oomu and the boq or a ring between 
pupa). 
4-. At the junction of the upper and lower segments, 
just a110ff or ~t below it. ( 7 .11) (between · 
oornua. and corpus). 
The inference therefore is that constriction rings ooour 
in regions oorresponding to phyaiologioal contraction rings 
found in lower animals. 
C A S E A. ( See page 133 ) 
G. S. a 47 year old 13th para at tenn was an emergency 
admission. 
Her previous deliveries -were all normal. She had 
been in l~our for 34 hours - the membranes having ruptured 
! hour after the onset of labour. 
The labour differed frcm her previous labours in that 
the pains were poor and at irregular intervals, and colicky 
in nature. 
On abdcminal examination a ringlike depression was felt 
about two inches above the symphysis pubis. The lie was 
L.O.A. Foetal heart heard. 
Vaginal examination revealed a fully dilated os, head 
loose in the pelvis and a ring was felt around the neck of 
the foetus. 
She was given -l: gr. Morphine and 5 minims 1/1000 adrenalin. 
She had a. good sleep and expelled her live 9 lb.~ oz. 
baby without difficulty, 9 hours later. 
The third stage and puerperium were without incident. 
-
CASE B. 
M.F. a 2-0 year old 2nd para 35 weeks pregnant was an 
emergency admission. Her previous delivery was nonnal
. 
The membranes ruptured 4 hours af'ter the onset of poo
r, 
infrequent, irregular labour pains. 
The untrained midwife did a. vaginal examination soon 
af'ter the rupture of the membranes and then sent for a
 Doctor 
sa.y:i.ng a hand was felt. 
The Doctor came, inserted his whole hand into her vag
ina, 
could do nothing and therefore sent her into hospital.
 
On admission - 11 hours af'ter the onset of labour - h
er 
condition was good. She had poor pains at irregular in
tervals, 
with poor relaxation between pains. The .position of
 the foetus 
could not be detennined~ · The foetal heart was not he
ard. 
Vaginal examination revealed a four finger dilated os.
 
Both anns and a leg were protruding through a constric
tion ring, 
about two inches higher up. 
She was anaesthetised with pure Ether. 
Amyl nitrite was now given. It had no effect o
n the ring. 
The patient was now put into a deep plain of chlo:rofo:r:
m 
anaesthesia. 
Slight relaxation of the ring and the uterus was felt.
 
The limbs were pushed through the ring . and a bipolar 
version done through the ring • 
.. 
The oedematous leg - the one that had prolapsed through 
the ring - was brought down and 1 lb. weight attached to it. 
One-and-a-half hours later she was in good regular labour. 
The 4 lbs. 11 oz. baby was born three hours after the manipulations. 
The third stage was without incident. 
Her puerperium was uneventf'ul. 
C SE C. 
M.S. a 42 year old Coloured 12th para at term, with 
previous nonnal deliveries, was admitted as an emergency 
having been in labour 33 hours with the membranes ruptured 
for 24i hours. 
She states that her pains we~ unlike tae pains of her 
previous pregnancies in that they were irregular, infrequent 
and localised to the hypogastrum. 
pains she had few true labour pains. 
Interspersed with these 
Abdominal examination revealed a transverse lie. 
One vaginal examination a four finger sleeve-like os 
was found. Between the cervix and the foetus was a narrow 
tight constriction ring admitting one finger through which 
the pulsating cord had prolapsed. 
Five minims of adrenalin 1/1000 administered to the 
patient caused the ring to relax. Ethyl chloride+ ether 
was administered. The cord was replaced. A Bipolar version 
was done and a leg brought down. 
She gave birth to a still born 8 lbs. 2 oz. baby 19 hours 
ai'terwards. The third stage was uneventful. 
Duration of labour : 52f hours. 
CASE D. 
F.R. a 25 year old Coloured primipara was a&nitted 67 hours 
after the onset of labour at tenn. 
Membranes ruptured one hour after the onset of labour. 
Her contractions throughout labour were infrequent and very 
painful. The untrained midwife had her bearing down from the 
onset of labour and made many unsuccesful attempts at 
catheterisation. 
Seventeen hours after the onset of labour she was seen 
by a Doctor who catheterised her and withdrew 40 ozs. of urine. 
Thirty-four hours later the foetal heart was no longer 
heard. 
hospital. 
She was later transferred over 100 miles to this 
On a&nission she was sick, tired, and toxic. 
The uterus was tense and contracted poorly at irregular 
intervals. 
There was a ringlike depression in the uterus 2! inches 
above the symphysis pubis. 
Her gut was distended. 
The uterus was resonant to percussion. 
Vaginal examination revealed markedly oedematous labia 
and a torn uretha. 
The head was loose in the clinically assessed nonnal pelvis. 
There was only a thin rim of cervix left. 
A steel-like constriction ring was felt around the baby's 
neck. 
• 
Despite the severe degree of sepsis Caesarean section 
was done • Foetid gas escaped when the uterus was opened. 
The upper segment was found to be about 1/6th inch thick. 
The lower segment was more than one inch thick. The ring 
(~ 2 inches thick) had to be severed to deliver the head of 
the 9 lbs. 40z . dead baby. 
The uterus took a long time to con- and retract. Bleeding 
was minimal. Post Mortem changes were of interest. ( see fig. 2) 
She died four days later. 
Post-mortem showed multiple miliary left renal abscesses.(fig.1) 
Fig. 1. 
L. Kidney. 
A • .Abscesses. 
. -·. 
,w"l 1111 ll 11111111&11 111 , , ,31 • 
Fig. 2. 
A. Cervix. 
B. Lower segment. 
C. Upper segment. 
Note that the lower segment i.e. the area 
occupied by the constriction ring - still 




F. Loose peritone'U!Il reflected off the lower 
segment in order to cut the ring at the 






C A S E E. (See page 157) 
s.M.T. a 23 year old primipar (antenatal case) with 
no cephaJ.o-pel vie disproportion was in labour for 57 hours' w:i.. th 
the membranes ruptured for 45 hours. 
She had. poor, irregular, and infrequent pains. 
Vaginal examination revealed a loosely fitting head 
with a constriction ring around the neck of the foetus. The 
cord had prolapsed through the ring. 
Caesarean section was done. 
The upper segment was found to be thinner than the lower 
which harboured the ring. 
The ring had to be cut in order to deliver the baby' s 
head. The live baby weighed 6 lbs. 15 oz. 
CASE F. 
M.A. an 18 year old primipar at tenn was admitted having 
suffered from poor, irregular and infrequent painful contractions 
with int ennit tent sharp long pains for 113 hours. 
She remained in hospital - kept in good condi.tion by 
ad.equate sedation and nutrition - for five days , continually 
having poor pains at irregular intervals. Rectal examinations 
revealed a slow steady di.lat:i.ng well effaced, poorly applied os . 
The head R. O. P. did not advance despite a clinically 
measured normal pelvis. 
Two-hundred-a.nd.-sixty- one hours after the onset of labour 
the os was found to 1Je fully dilated, the head was loose i..11. 
the pelvis , a tight ring was found round the baby ' s n~ck. 
The cord had prolapsed through the rmg. It was pulsating. 
Caesarean section was done. 
The upper segment was founa to be ~ ! inch thick. The 
ring situated at the reflection of perit onetun from ut erus 
t o bl adder was about l! inches thick and about 1-?z inches broad. 
The bahy was alive. 
The patient ' s convalescence was complicated by an acute 
dilatation of the stomach - cured by continuous gastric 
suct ion and adequate fluid balance. 
" 
C A S E G. 
A.S. a 46 year old 12th para at tenn was admitted as 
an emergency. 
All her previous deliveries were sponta..."leous. 
For the past two years her periods have been scanty. 
She had periods of amenorrhoea lasting frcrn two to seven months. 
Labour coromenced twelve hours after the spontaneous 
rupture of the membranes. 
Her pains were unlike those of' her previous labours in 
that they were poor, irreguJ.e.r and infrequent. 
After 18 hours of labour the untrained midwife told her to 
bear down. 
An hour later the Doctor was called in. He did a 
vaginal examination, found the os one finger dilated and 
sent her into hospital. 
Examination revealed a patient in excellent condition. 
R.O.A. Rectal examination revealed a two finger well effaced, 
well applied os. 
She had poor pains at irregular intervals for a further 
50 hours - with adequate sedation and nutrition - when the os 
was found to be full dilated. 
Vaginal exrunination revealed a tight constriction ring 
around the baby's neck. 
Caesarean section was decided upon. 
A high spinal anaesthetic was given to see what it ' s 
effect on the ring v.ould be. 
If anything - the ring tightened. 
Epinephrine had no effect on the ring. 
The upper segment was about ! inch thick all.d. the lower 
1 1
• ht""k ~ - 2 inc nic . 
;2,/o. 
The lower segJnent had. a greyish- red avascular appearance . 
The ring had to be cut to deliver the live baby. 
Contraction and. retraction were rapid. 
/ 
CASE H. 
C.D. a Coloured 47 year old 12th para at term was 
• 
admitted as an emergency. 
Her previous labours were all normal. 
The membranes ruptured practically with the onset of 
her poor irregular labour pains. 
The pains were unl;i.ke the pains of her previous labours. 
She had been in labour for a5t hours, during which time 
six vaginal examinations were made by a midwife. 
pl.II --
Abdominal palpation revealed an L.O.A. 
was not heard. 
The foetal heart 
On vaginal examination a full dilated os, loose fitting 
head and constriction ring. around the neck were felt. 
Gas , oxygen and ether anaesthesia were given. Forceps 
were applied but no traction exerted. Adrenalin 5/minims 
1/1000 was given. This caused the ring to tighten. 
Amyl nitrite caused the ring to soften but not to dilate . 
Slight traction was now applied. to the forceps. The r-lng 
immediately tightened. Forceps were removed, and a Caesarean 
section was done . 
· The upper segment was found to be ~ inch thick and the lower 
one inch. The ring was about l! to 2 inches thick and had to be 
severed in order to deliver the still born 9 lbs. a! oz. baby. 
Her puerperium was complicated by an acute dilatation of the 
stomach. This was cured by continuous gastric suction and 
ad.equate fluid balance. 
~/~, -
CASE I. (See page 137) 
A. T. a 30 year old Native 4th para, an antenatal case , 
was in poor labour i . e. irregular, infrequent contractions for 
52f hours before indications for forceps arose.(Her membranes 
ruptured 36 hours after the onset of labour) 
The head was loose in the pelvis (L.O.A. ). 
elastic resistance to traction by forceps. 
The forceps were removed. 
There was an 
A tight constriction ring was felt around the neck of the 
baby. 
Amyl nitrite and deep chlorofonn anaesthesia had no effect 
on the ring. 
Caesarean section revealed a thin upper and thick lower 
uterine segment. 
The ring had to be cut in order to deliver the baby' s 
head.. 
She had a brisk haemorrhage controlled by Pituitrin and 
hot plugs within and a.round the uterus. 
Her puerperium was complicated by an acute dilatation 
of the stomach cured by continuous gastric suction and 
adequate fluid balance. 
,V:J. -
CASE J. (See page 147) 
G. A. a 26 year old Coloured 4th para, who attended the 
antenatal clinic regularly was admitted in poor labour - the 
pains being irregular and infrequent, unlike her previous nonnal 
labours. 
After ~ hours the cause or the delay in labour viz . a 
broad tight constriction ring around the baby' s neck, was detected.. 
Lie of child L. O. A. 
The membranes ruptured 75i- hours after the onset or labour. 
The head was fitting loosely in the pelvis and did not 
descend during a contraction. 
thick. 
Caesarean section was done. 
The upper segment was about 1/6 inch and the lower lf inches 
The ring had to be cut in order to deliver the baby' s head. 
The live baby weighed 8 lbs . 10i- oz . 
Two years later this patient attended the antenatal clinic 
regularly and came into a labour identical with the previous one. 
VaginaJ. exa.mi...'18.tion once again revealed a loosely fitting 
head with a constriction ring around the baby' s neck. 
Caesarean section revealed an exact reduplication of the 
findings at the previous operation. 
She had a profuse haemorrhage on this occasion. 
The live baby weighed 9 lbs. 4-l ozs. 
Her puerperium was uneventf'ul . 
-
CASE K. (See page 166) 
C • .J. a 27 year old 4th para had poor labour pains for 
over 120 hours - the membranes ruptured soon after the onset of the 
pain. These pains were poor, mfrequent and iITegular - uxilike 
previous labour pains. 
Forty-eight hours after the onset of labour she bled 
vaginally. 
Seventy-two hours later she noticed hair in her evil 
smelling vaginal discharge. 
Examination revealed gas in the uterus, a dead foetus, 
and a constriction ring between the two finger dilated os and. 
the vertex. 
The uterus could not be made to contract. 
Gangrene of the uterus was therefore diagnosed. 
At operation the "upper uterine segment" was found to be 
as thick as brown paper and greyish-black in colour. The 
"lower" segment harboured a thick ring. This was found to be 
a right angular pregnancy with a constriction ring between it . 
and the rest of the uterus. 
Subtotal hysterectomy was done. 
She made an uninterrupted recovery after acute dilatation 







































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































Summaries of eleven cases presenting with 
the complication of labour - constriction ring - are 
given. 
The pitfalls, symptoms, signs and treatment 
of the condition are outlined - together with a review of 
the literature. 
Al.1 aetiological factor viz . reversed polarity 
• 
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